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THE object of this paper is to harmonize the descriptions of the normal 
tonsil with the accounts of its morbid conditions. It is an axiom in 
medicine that the best basis on which the clinical study of any organ 
can rest is an exact knowledge of its structure. I will endeavor to show 
that our conceptions of the tonsil are not in conformity with this axiom. 
Some of the descriptions of the tonsil have been drawn up from hyper- 
trophied glands, some from atrophied glands, while the terms used by 
anatomical and clinical writers are often at variance with one another, 
or may even conflict. I cannot recall any other structure in the economy 
of which this can be said. This confusion does not arise from lack of 
knowledge; for numbers of admirable papers have been written on the 
tonsil, and its plan is understood. But the description of the mass has 
become conventional, and clinicians have not seen fit to depart from 
antiquated and often quite inaccurate methods of expression. 

The tonsil is an association of diverticula developed from the epithelial 
layer of the mucous membrane (Retterer, Comptes Rendus, 1885, vol. 1. 
p- 1284), in the walls of which are grouped muciparous glands and lymph- 
follicles. Resulting from this association the tonsil is marked by the 
mouths of the diverticula, which open in a uniform manner upon the 
surface of the mass. The various tonsil-groups differ from one another 
only in the arrangement of the diverticula. ‘Thus in the lingual tonsils 
they are single, in the masses occupying the tonsillar space and the roof 
of the pharynx they are compound. 


1 Read before the American Laryngological Association at the Washington Congress, 


September 27, 1891. 
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Such a tonsil as the one last named is exhibited in Fig. 1, from F. Th. 
Schmidt (Zeitschr. fiir wissensch. Zool., 1863, xiii. p. 221, Tf. XV.). It will 
be observed that the small, linearly arranged openings are the mouths 
of the simple diverticula. Moreover, a disposition exists in every com- 
pound tonsil for a number of diverticula—from eight to eleven in 


Fig. 1. 


Simple form of tonsil. a, tonsil showing the mouths of diverticula; 6, the uvula. 
(After F. Ta. Scumipr.) 


number—to recede from the general surface of the group of which they 
are a part, and for the chamber in this way formed to be slightly nar- 
rowed at the mouth. Such a recess is called a pocket or erypt.' 

H. Asverus (Nov. Act. Leop. Carol., 1861, Bd. xxxix.) exhibits in a 
diagrammatic manner this disposition. 


Schema of tonsil. 4, 4, groups of diverticula on either side of B, a crypt. 
(After AsvErus.) 


Huschke (Sémmering’s Baue des menschl. Kérp., ed. 1844, p. 32) de- 
scribes a pocket in the bottom of which smaller openings (Fig. 2) are 
found, and adds that this is a repetition of the type seen in apes and 
other mammals. 


1 The terms diverticula (gland), follicle (vesicle), and crypt (pouch or pocket), have 
definite meanings. It is unfortunate that the term follicle in clinical studies is gener- 
ally applied to the diverticulum, while anatomists speak of the follicles as “ closed nests 
of lymph-cells” (Asverus). In the minds of some writers the muciparous glands are also 
the tonsil follicles, while the term vesicle is used for the true follicle. The lacuna is 
the same as the crypt, but this term is used in so many ways in anatomy that it were 
better here discarded. 
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This being the accepted plan of the tonsil, let us glance at some of the 
descriptions given by accepted authorities. 

Luschka (Der Schlundkopf des Menschen, 1868, p. 64) states that the 
body, as a rule, is coarsely foliated, and it is so figured. (Table IX., Figs. 
2 and 3.) Exceptionally only is a single large opening present, leading 
to a proportionally wide pocket. The general form of the body is oval 
and provided with numerous openings of irregularly disposed canals. 

Henle (Handbuch der Eingeweidelehre des Menschen, 1866, p. 144) 
lays special stress upon the presence of longitudinal folia, although stating 
that at times a pocket-like form may prevail. 


Fie. 3. 


A tonsil section showing diverticula and a single crypt. Only the lower part of the 
figure exhibits the lymph-follicles. (After F. Ta. Scamp.) 


L. Heisler (“ Tonsillarum nova et accuratior deseriptio,” in Ephemer. C., 
Leop. Carol., Cent. III., IV., 1715, p. 456, Table XI.) complains that 
anatomists have given no exact description of the tonsil. He enters 
upon what he understands to be such description, and begins by stating 
that the tonsil is covered with a membrane which is in common with the 
lining membrane of the mouth. When this is pushed aside the tonsil is 
disclosed, the upper part reaching as high as the velum and the lower 
part extending in varying degrees from the root of the tongue to the 
pharynx. In the excellent figure accompanying this description one 
finds on the left side of the throat the parts remaining undisturbed, 
while on the other the anterior part is dissected and discloses the 
tonsil in its receded position. Heisler further states that, as a rule, 
the tonsil contains a large cavity upon the walls of which many smaller 
orifices open. It is evident that in this account one of the varieties 
which I will speak of further on is correctly outlined. The single mis- 
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take made by the writer is in insisting that this form is a constant one, 
instead of being one of the numerous variations which the tonsil may 
exhibit. 

The account of Haller (Element. Physiol., 1736, vi. 65) is not ex- 
plicit. He indicates, however, an involucrum, and implies that this is 
a layer of mucous membrane which holds the gland in position. The 
gland in the lower animals is said to be of the same type as in man. 

Harrison (Dublin Dissector, Am. ed., 1855, p. 61) describes the 
figure of the tonsil as irregular and somewhat oval. He states that 
“small holes are marked upon its surface, which lead to interlobular 
cells.” 

Cruveilhier (Anatomy of the Human Body, 1844, American reprint, 
p. 334) states that the form pretty nearly resembles that of an almond. 
No allusion is made to the existence of cavities, but a “compound 
tonsil” is said “to result from the component follicles being collected 
into several distinct masses.” 

John and Charles Bell (Anatomy and Physiology of the Human Body, 
1834, American reprint, p. 350) make no reference to the interior of the 
tonsil other than to state that on the surface of the organ “a number of 
cells open like the mouths of veins; behind the lobes a gland is felt as 
if it were one solid body.” 

A. Macalister ( Text-book of Human Anatomy, 1889, p. 596) describes 
the surface as “depressed into one or more longitudinal slits, or else 
pitted into a series of rounded holes.” . 

It is noticeable in the above citations’ that the presence of ridges, de- 
pressions, and canals are implied, but without these parts being conformed 
to a plan, while Heisler, Huschke, Luschka, Henle, and Macalister de- 
scribe pocket-shaped and foliate forms. That the first of these shapes is 
of morphological significance is evident from the fact that in the lower 
animals it is always present. The account of Bell is apparently derived 
from an atrophic mass. The foliations are coarse rows of lymphoid 
masses which define the walls of closely disposed diverticula. They are 
best seen when the gland is divided vertically. Are these varieties of 
tonsils met with in clinical studies? I find that they are. But the 
morphology of the gland is disguised to a remarkable extent by the 
products of diseased action, and it is not always easy to see in the tonsil 
_ the details of the general plan. I am sure unprejudiced observers will 
agree with Luschka that any comparison of the tonsil with an almond- 
shaped body is misleading, and that the cryptose or pocket-form, with 


1 The account of Kélliker (Mikroscop. Anat., 1852, ii. 42) is not included in the above 
citations. His schema, which has been so often copied, exhibits the closed follicle, but 
defines no distinction between diverticulum and crypt. The dilated “ in the single 
depression is called simply a “ cavity” (Héhlung des Balges). 
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or without associated ridges of lymphoid tissue, is common, while the 
foliate form is rare. 

The variation which I have most frequently seen is a rounded or ellip- 
tical mass—of which the largest is also its vertical diameter—placed in 
the tonsillar space a little above the level of the tongue. The organ is 
slightly compressed from before backward and consists for the most part 
of a pocket or crypt—whose walls are greatly thickened — directed 


4. 


View of the foliated type of tonsil. a, the small velar tonsil; 8, the opening of the 
crypt, the parts below this remaining smooth; c, p, two coarsely nvdulated ridges, con- 
stituting the folia; e, epiglottis. (After nature.) 


downward. The palato-glossal muscle is to be accused of maintaining 


the compression here named, in some individuals, to a degree sufficient 
to serve as a complication in tonsillitis.. In some persons the tonsil 
appears to be lodged almost entirely toward the palato-pharyngeal fold 
and displayed when the mouth is open. It may be composed of two 
lobate, cryptose masses arranged like two peas in a pod, but without 
any one of the crypts being larger than its neighbors or having special 
direction. 

The anterior wall of the pocket is covered with mucous membrane 
(involucrum), which in every way is similar to that lining the pharynx, 
along the side of which it sometimes extends as far as the tip of the 
epiglottis. If close inspection be not made, this covering might be con- 
founded with the palato-glossal fold. In such a disposition two surfaces 
of tonsil tissue must lie exposed toward each other. Above the mouth 
of the pocket lies a mass which constitutes the “ tonsil” of common lan- 
guage. This alone is cryptose. 

Very commonly the tonsil above the pocket also exhibits numerous 
communicating passages. I desire to call special attention to these. 
They can be demonstrated in the tonsils of children, where they are often 
long and lie deep in the gland; as well as in the adult, where they are 


1 See in this connection Houze de la Aulnoit, “ Mém. sur l’estranglement des Amyg- 
dales par les Piliers du Voile du Palais,” 1864. 
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more superficial. They may be small yet well-defined, as in a sponge, 
or imperfectly limited by bridge-like bands, which cross the mouths of 
wide, shallow crypts. Allusion to these inter-communicating tracts are 
made by writers; vide Haller, Luschka, Bell, and Asverus, the last- 
named alone recognizing them as morbid. It is evident that they do 
not exist in the morphological plan of the gland, and, so far as I know, 
occur in the tonsil of none of the lower animals. 


Fie. 5. 


Simple form of the tonsil, showing the crypt and the almond-shaped mass above the 
opening. a, retractor pressing out the palato-glossal fold; B, probe in opening of the 
crypt. (After nature.) 


It will be recognized that in hypertrophy of the tonsil the lower 
smooth part is enormously enlarged, and can be readily distinguished 
by a sulcus from the cryptose mass. 


Fie. 6. 


A, small velar tonsil; 3, the main tonsil, showing the mouths of two diverticula and 
acrypt: the last-named being the largest opening on the tonsil. The parts below the 
mouth of the crypt are smooth and without diverticula. (From nature.) 


The almond-shaped structure, therefore, which is so commonly de- 
scribed, is but a portion of the tonsil, and even this portion is continuous 
with the lining of the main pocket or crypt. 

At a point still higher up, and tending to be placed slightly back 
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toward the palato-pharyngeal fold, lies a second, smaller, somewhat 
nodular body, which is quite distinct from the foregoing, since an interval 
exists between. This may receive the name of velar tonsil. 

The velar tonsil is not to be confounded with the parts described by 
James Yearsley (Treatise on the Enlarged Tonsil and Elongated Uvula, 
and other Morbid Conditions of the Throat, London, 18438, p. 58). “ In the 
most frequent kind of enlarged tonsils, where the glands maintain their 
original position, or at least extend in every direction, the Eustachian 
tubes are generally compressed. There is another variety of enlarge- 
ment which I am not aware has ever before been noticed; it is where 
the diseased growth is confined to the upper margin of the tonsil, and 
which, from being hidden behind the veil of the palate and the anterior 
palatine arch, is quite out of sight when the throat is merely examined by 
the eye. In numerous cases I have verified this interesting observation, 
and effected cures by the indications of treatment which the knowledge 
of it afforded. We never can be certain that the tonsils have no share 
in producing deafness until these bodies have been examined carefully 
with the finger. In some instances, where nothing morbid was visible in 
the throat, the upper part of the tonsil has been of such magnitude as 
to produce, in addition to deafness, nasal speech, from encroaching on 
the posterior nares. These novel views have afforded me the most grati- 
fying results, and I feel assured they will exert considerable influence 
on the future treatment of deafness.” It is evident from the above 
extract that the growth named by Yearsley as being “confined to the 
upper margin of the tonsil” was really within the naso-pharynx, and in 
all probability was the mass now spoken of as “ adenoid growth,” or the 
“ pharyngeal vegetations.” It is interesting to know that Yearsley as 
early as 1843 described this growth; he was unfortunate, however, in 
the terms of his description, since it would appear at first sight that he 
alluded to the lower tonsil. The statement that the treatment of such a 
mass will exert considerable influence on the treatment of deafness has 
been abundantly substantiated. 

The tonsil is in whole or in part ordinarily exposed when the mouth 
is open. But in some individuals it lies concealed between the palato- 
pharyngeal and the palato-glossal folds; in such a situation it cannot be 
inspected unless the palato-glossal fold is drawn outward by a retractor 
(Heisler, Joc. cit.). A tonsil thus concealed is almost never seen in 
children or young adults. I attribute this lack of harmony between 
such a form and that of full maturity to the fact that the tonsil is best 
developed when the formative forces of the economy are unexpended. 
Until about the twenty-fifth year these exhibit their greatest activities. 
In adult life the tonsil is apt to atrophy and become exceedingly aber- 
rant in shape. When atrophic, while all semblance of the plan is lost, 
clinical study is best conducted by recalling it. In many instances it 
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must be acknowledged that the gland forms irregular, hard nodular 
masses, which are apparently without diverticula. The causes producing 
this change are obscure. They can be assigned, in part, to certain 
inherent dispositions to degeneration, and in part to the results of in- 
flammation. Few individuals escape frequent attacks of tonsillitis, 
ranging in severity from the mild form of miscalled follicular inflamma- 
tion to the severe parenchymatous invasions. Again, the tonsil which 
projects from the tonsillar spaces will be disposed to rind-like thicken- 
ings from impact with food, etc. As a result most adults exhibit the 
gland more or less indurated, the free surface being especially firm in 
consistence, and occupied by minute white cicatricial bands which tend 
to occlude the crypts. Beneath this cortex-like layer the parenchyma 
may have a softer texture. According to Gustav Harff ( Ueber die anat. 
u. path. Struktur des Tonsillengewebe, Bonn, 1875), the closed lymph- 
follicles have a disposition in the adult to be less well defined than in 
the young, and the connective tissue of the entire organ to be increased 
in volume. These conditions certainly tend to indurations, and indi- 
rectly to atrophy. In some states of health in such a tonsil, probably 
owing to long-continued pharyngeal irritation, the folds, especially the 
palato-pharyngeal, become greatly exaggerated in volume, and in an indi- 
vidual having a large tongue, the motion of this organ backward and 
downward aids the fold in exerting a certain amount of tension on the 
gland. However the situation may be explained, the result in the 
shape of the gland being moulded by resisting forces is evident ; thus, 
it may appear to be greatly compressed from before backward, and so 
project into the pharynx as to exert pressure against the posterior wall 
and excite irritation. In most instances. the mass has a disposition to 
retroversion. A tonsil of apparently medium size may, in the act of 
gagging, assume larger proportions, a circumstance due to the fact that 
an actual turning of the gland from before backward and from with- 
out inward takes place. 

The small velar mass is probably the same as the supernumerary 
tonsil, upon which the late Dr. E. Carroll Morgan (Zrans. Amer. Laryng. 
Assoc., 1889, p. 4) has written. It varies greatly in size, and, as a rule, is 
smaller than the main tonsil. In some instances it becomes pediculated, 
and may even suddenly slip away from its usual position and hang into 
the throat so as to interfere with speech and deglutition. Such a mass 
was removed by me in a patient who reported in a speechless condition, 
and showed the pharynx in part occupied by a pediculated mass the size 
of a walnut. A somewhat similar case is given by Jurasz (Monatsschr. f. 
Ohrenheilk., 1885, p. 361). Heisler (Inst. Chir., 1747) describes methods 
of removal of what he terms an indurated tonsil, when the mass hangs 
by a slender stalk, and it is probably true that this writer clearly recog- " 
nized the above clinical condition. 
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I believe many morbid processes may be restricted to the upper tonsil, 
the main mass not of necessity participating. 

Figs. 4 and 6 exhibit the proportions usually noted as existing 
between the velar and the main tonsil. 

But what of the foliate type of tonsil which has been noted in the early 
part of this paper? I may briefly say that while it is occasionally met 
with in practice, it is so rare that it scarcely enters into clinical study. 
I subjoin a sketch of this form of tonsil taken from a subject eleven 
years of age. It will be seen that the upper and main masses are present 
as in the simplest forms, but that the foliate formations appear at the 
side lying between the main tonsil and the palato-glossal fold. The 
folia are not true lamin, but are rather of the nature of bridge-like 
(annectant) masses of tonsil tissue imperfectly limiting large crypt-like 
openings into the main tonsil and extending from the level of this mass 
to some of the lymphoid tissue at the side, and most likely are measurably 
the results of diseased action (see p. 4). 


Fig. 7. 


Hypertrophied tonsils showing constriction between the cryptose and the smooth non- 
cryptose portion. The last named is alone’covered with veins. The velar tonsil is not 
seen. (After nature.) 


I will now glance at some additional clinical conditions of the tonsil. 
In the first place it must be remembered that the influence which the 
tonsil exerts in the economy is not known. The knowledge, therefore, 
of a disturbance of functions being sought for as a clue to the nature of 
diseased action is in this instance futile. The mucoid secretion of the 
tonsillar surface aids in lubricating the food and prepares it for swallow- 
ing, but no reason other than the fact that adenoid tissue is everywhere 
developed in childhood can be given to explain why the tonsil should be 
larger at one time of life than another. As already mentioned, the 
organ is larger in childhood and early maturity than in adult life. It 
appears to be compensatory with the thymus body. In proportion as 
the thymus body disappears the tonsil increases in size. At the time 
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when the narrow chambers of the long bones are assuming actively the 
function of manufacturing blood corpuscles, the tonsil is also large, and 
it is probable that both structures are allied in function. R. Hingston 
Fox (Journ. Anat. and Phys., 1886, xx. 559) attributes the large size of 
the faucial tonsil to the law of marginal overgrowths. ‘“ New growths,” 
says he, “are apt to arise at such junctions (viz., of the hypoblast and 
the epiblast}. Now, itis curious that the fauces (if jit be such junction) 
should be the spot selected by so many diseases for the production of 
inflammatory lesions.” 

The structure of the tonsil does not prevent analogies being drawn 
between them and the true lymphatic glands. From the typical lymph- 
atic glands some writers distinguish the lymph bodies appended to the 
alimentary canal under the name of peripheral lymph-glands. They 
are apparently independent of those clinical indications which exist 
between lymphatic glands and the region in their immediate neighbor- 
hood. I have noticed that the tonsils are very generally small in pul- 
monary phthisis. It is probable that a connection exists between the 
size of the tonsil, the rate of dental development, and the small size of 
the jaws. The tonsil is largest at the time when the greater number of 
permanent teeth are in the jaws ready to be erupted. It is an interesting 
fact that they are larger in the human subject than in the lower animals. 
Ph. Stohr ( Virchow’s Archiv, 1884, xevii. H. 2, p. 211) demonstrates that 
the follicles while closed permit their contained leucocytes to wander 
freely through the epithelium into the diverticula. He finds this migra- 
tion to be constant in all ages and in all quadrupeds. Its significance 
as a factor in the peculiarities of the tonsil is therefore not apparent. 
Unlike Peyer’s patches and the solitary glands in the small intestine 
(bodies which measurably recall the nature of the tonsil), no inclination 
to specific diseased action is here exhibited. It is true that the diph- 
theritic membrane frequently appears upon the tonsil, but this is appa- 
rently due to the ease with which the microbe of this disease is mechani- 
cally held within the recesses of the organ. Nevertheless a property is 
possessed by the tonsil which I believe is constant in adult life (I 
have never noted it in young children or in the aged), namely, the 
formation and ejection of solid pellets. They appear to be of the nature 
of epithelial desquamations and as such are of importance in the clini- 
cal study of the gland. When the pellets escape into the mouth, as is 
normally the case, the tonsil may be said to be normal, but when they 
escape into the interspaces of the gland and are caught between the 
tonsil and the adjacent folds, or are imbedded in the gland itself, they 
are fertile sources of mischief. How is the removal of these masses 
best secured? I have answered this question in my own practice by 
assuming that all operative procedures upon an organ should be in har- 
mony with the plan on which it is framed. Hence in the exploration 
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of the tonsil for retained pellets I first attempt to define the main 
pocket or crypt. If I fail to detect this, I assume that its orifice has 
been obliterated by inflammation and that it should be opened. Even 
if it is found open and a number of the pellets be detected and removed, 
it is well to divide the pocket its entire length and sear the divided 
surfaces. Should the pellets, however, lie in the spaces between the 
tonsil and its adjacent folds, or in the spaces between the lobules, if 
these be present, they can be best removed by carefully exposing the 
entire tonsillar space. When this is thoroughly done the pellets will 
often fall out of themselves or can be washed away. In order to carry 
out the detail in the process last mentioned the following method of 
examination is recommended: A tongue-depressor is placed upon the 
tongue and given to the patient to hold. The mouth ia opened to its 
widest extent, and an aneurism-needle (the adjustable end of which has 
been firmly soldered on to the shank or handle) is inserted behind the 
palato-glossal fold, and gentle traction made forward and slightly out- 
ward. To a patient who is untrained, it is quite likely that gagging will 
ensue upon this manipulation. With the exercise of a little care, however, 
the irritability may be so far overcome as to enable the tonsil to be 
freely seen. Very often no trace of a tonsil is discerned until such a 
manipulation is resorted to. It is an interesting fact that the act of gag- 
ging itself rather assists than otherwise in the examination, since a dis- 
position exists for the tonsil to be turned slightly upon itself. If the 
patient remains composed and doves not move the shoulders backward, 
both he and the physician can remain indifferent to the gagging as long 
as it does not excite vomiting. 

HYPERTROPHY OF THE TonsiL.—As has been stated, the tonsil is 
largest in childhood, yet a point arises as to whether this is simply a 
physiological state of the organ or an overgrowth. In this connection 
I may be permitted to make the following statement: No matter how 
large the tonsil may become, it need not constitute a clinical state unless 
respiration is impeded. If the child has nasal respiration, a natural form 
of chest and roof of mouth, and if the teeth are regular, the tonsils are in 
a physiological condition ; but if there is snoring respiration, irregular 
teeth, the habit of mouth-breathing established, a high, narrow palatal 
arch being present, and the child be pigeon-breasted, then the enlarged 
tonsil may be said to constitute a clinical condition. A. Macalister (doc. 
cit., p. 596) asserts that the normal tonsil should not project beyond the 
glosso-palatine fold. According to this statement the tonsil is almost 
always abnormal in childhood. 

An error is often made in maintaining that difficulties in respiration 
are due to enlarged tonsils, when the cause lies in disease of the naso- 
pharynx. I have seen cases where the tonsils have been needlessly 
removed to correct the habit of mouth-breathing, when in each instance 
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the naso-pharynx was stuffed with a neglected adenoid growth. Hyper- 
trophy of the tonsil being diagnosticated and attempts at reduction being 
demanded, the question arises as to what method is the best to accom- 
plish this. In my judgment tonsils should never be removed as a 
whole; this operation leaves a large, open, and often irritable surface. 
As is well known, after amputation of the tonsil, the patient in going 
out into the open air, or travelling in heated steam-cars, may have 
attacks of bronchitis, or even of pneumonia. It may be said that these 
are very infrequent cases, and that many physicians having extended 
experience have not encountered such accidents; but that such are 
likely to occur cannot be denied. 

From what has been seen in the above sketch, a transverse incision of 
the gland is not in the line of any of its directions of growth. Why 
should these several parts be treated as though they were masses of fun- 
goid tissue ? 

] believe that abscission should be restricted to the removal of hardened 
cortex ; and that, in preference to the treatment by amputation of the 
whole mass, after the removal of such cortex, should the crypt be closed, 
remembering that the tonsil is often perforated by canals which are not 
represented in the plan of the organ, I would carefully search for these, 
and when found pass a probe or director through them after the manner 
of exploring a region which is traversed by fistules or sinuses, the over- 
lying tissues being freely divided. Following this rule, I would incise the 
tonsil in any direction and to any required depth. After this is done 
the separate coarse lobules can be severally taken up by a tenaculum or 
forceps and removed, care being taken to avoid touching the opercular 
or involucral folds. Occasionally a patient presents an enormously en- 
larged involucral mass enclosing a degenerate tonsil. The latter should 
be ablated or otherwise destroyed, but the former left absolutely un- 
touched. As a rule, the lower portion of the gland should not be thus 
cut, since it does not contain the canals, and incisions into the membra- 
nous covering (involucrum) are not well borne. The submucous con- 
nective tissue is here loose, and diffuse traumatic inflammation is readily 
excited. Outlying tags of tissue may be removed with the knife or scis- 
sors when necessary. I have in many instances found the gland recede 
to normal proportions and reflex phenomena due to the hypertrophy 
disappear. 

One of the most notable features in the clinical study of the tonsil is 
the ease with which exposed surfaces lose their epithelial covering, and 
the raw, or rather denuded, patches which arise therefrom cause the 
tonsil to be glued to one or both the adjacent folds. The velar tonsil 
moves easily with the palato-pharyngeal fold. If the gland-masses are 
united, the normal play of the folds is interfered with and irritation is 

‘the result. Under these conditions the bodies must be separated. If this 
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be done only by the knife the surfaces at once reunite and the irritation 
persists. It is necessary to effect a permanent separation by searing the 
edges of the incision by the electro-cautery. The slow process of throw- 
ing off of the eschar prevents the recurrence of the false union. The 
same method of procedure is to be recommended in either of the anterior 
or posterior unions. If the pocket-like recess in the tonsil be the sub- 
ject of chronic inflammation it should, in all instances, be opened its 
entire length and allowed to heal after the application of the galvano- 
cautery, precisely as in the removal of secretion pellets. The employ- 
ment of the galvano-cautery, without the knife, is often made compulsory 
when the irritability of the parts or the intractableness of the patient is 
very great. When this agent is employed the electrodes should be of 
small size, and inserted in the pockets or canals, small portions only 
being destroyed at a time. 

The palato-glossal fold is really well defined only from the tonsil to 
the velum. Along the sides of the tonsil it is apt to be united to the 
main gland, except at the upper part, when a large irregular interspace 
can be demonstrated. This interspace serves to lodge tonsil pellets and 
foreign bodies. The fold will be seen in many examples spreading over 
the front of the main tonsil and partially concealing it. I have ventured 
to name this the opercular fold. A number of veins are often seen lying 
upon it. Iam inclined to the opinion that, in operating on the tonsil, 
most of the troubles due to hemorrhage-are caused by interference with 
this fold; for within it often lies a branch of the facial artery. Under 
all circumstances the fold is sensitive, and the slightest wound is followed 
by pain and irritation. 

Cyst oF THE TonstL.—Rokitanski, in his Pathological Anatomy, and 
Virchow, in his work on Tumors, describe tonsillar cyst as being detected 
in the dead subject. A number of years ago I observed one of these cysts 
in dissection. The specimen was exhibited before the Pathological So- 
ciety of Philadelphia (Trans. Path. Soc. Philada., 1871, iv. 68). The 
committee to whom was referred the specimen made the following report : 
“ The tonsil showed the marks of chronic inflammation, the interfollicular 
connective tissue being slightly increased and indurated. The follicles 
of both tonsils, instead of presenting the usual round or oval shape, 
were distended into large, irregular, star-shaped crypts. In these crypts, 
where the contents had not been previously evacuated, were found 
retained masses of disintegrated epithelium, fat-granules, and crystals of 
cholesterin. The occlusion of the orifice of the glands and the reten- 
tion of their secretion had given rise to the formation of cysts.” 

A short time ago I had an opportunity of recognizing a tonsillar cyst 
in the living subject. The case did not present any unusual appear- 
ances, but excessive pharyngeal irritation of long standing was com- 
plained of, and the left tonsil being aye than the other I determined 
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to excise the cortex and explore the interior, since I was of the opinion 
that a number of the diverticula had been closed by inflammation. 
Greatly to my surprise, following the excision a large quantity of glairy 
fluid escaped, as though the tonsil had been converted into a cyst. Ex- 
ploration revealed the presence of a rounded chamber the size of a small 
chestnut. The irritation immediately disappeared. 

Acute Axscess.—Opening an acute abscess of the tonsil, whether it 
be directly in the substance of the gland or in the tissue about it, is 
occasionally a procedure requiring judgment and patience. As a rule 
no difficulty is experienced, but in exceptional cases the attempts are 
annoying to the physician, painful and depressing to the patient, and 
not free from danger. Fortunately, the usual incision with a straight 
knife thrust into the centre of the mass and drawn toward the median 
line of the throat is generally successful. But pus is never to be sought 
for in a single locality. The incisions are frequently made too high and 
the palatal structures needlessly wounded. If the abscess occurs in the 
velar portion of the tonsil it cannot be reached at all by any prudently 
devised incision. The pus, when in the main gland, may not point 
toward the surface, which is visible, but backward. I have seen cases 
where three deep incisions had been made without success, when a fourth 
showed that the pus lay in the posterior part of the gland as above 
indicated. In another instance the pus lay well down on the side of the 
pharynx below the curve of the tongue and was reached only by an 
incision with a laryngeal knife. All these peculiarities are easily ex- 
plained when the anatomical variations in the form of the tonsil are 
borne in mind. The abscess is sometimes lodged well to the outer and 
upper side of the main tonsil, above the position in which the pocket is 
usually found. If an opening to a crypt is demonstrated, a curved 
probe or director should be passed along it. Not infrequently the col- 
lection of pus can be thus emptied into the throat and the patient saved 
the pain of an incision. I have seen several cases months after an ordi- 
nary attack of quinsy in which these pus-tracks could be easily traced. 
The fact that they may lie in free communication with normal openings 
is noteworthy from several points of view. They demonstrate that in 
suppurative tonsillitis the pus is not always peri-tonsillar (since it 
may be retained in the crypts and diverticula of the mass), and that 
spontaneous openings of the collection may not end in recovery if the 
shape of the parts do not favor drainage. 

Respecting the danger of opening a tonsil abscess, it must not be 
forgotten that fatal hemorrhage has followed the use of the knife in 
skilful hands. The risks of not opening the abscess are greater than 
those attending the incision, and nothing remains for the physician 
but to operate. The bleeding may arise from a normal artery which 
has assumed extraordinary proportions under the inflammatory excite- 
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ment, or from a large ascending pharyngeal artery. Never, I believe, 
does the blood spring from the internal carotid if the incision be pru- 
dently devised. Before making an incision I have been in the habit of 
placing the index finger of the disengaged hand in the throat and en- 
deavoring to introduce the tip between the tonsil and the posterior wall 
of the pharynx. The knife should be thrust toward the finger-tip. This 
manipulation protects the ascending pharyngeal artery and gives free- 
dom to the operator, who, in any event, may dread wounding the pha- 
ryngeal wall. That this is no timid precaution is evident. I have 
notes of peculiarities in three persons, and have knowledge of a fourth, 
in whom a vessel as large as the radial artery is seen pulsating on the 
posterior wall of the pharynx. I have advised these persons that in 
the event of tonsillar incision being proposed that they should inform 
tbe physician in attendance that an abnormally large artery lies just 
beneath the surface of the throat-passage directly back of the tonsil. 
Curonic Apscess.—Retention of pus for an indefinite period is 
unusual, and I invite attention to a few remarks on the subject. 


A gentleman, aged fifty-six years, had had for ten years an exces- 
sively irritable pharynx. In this period, two acute attacks of inflam- 
mation were reported, the first of which was severe. The patient was 
rheumatic, although there was no history of acute rheumatic fever. 
Distress was referred to the left side of the throat; the membranes here 
were more injected than on the right side. A mild form of pharyngeal 
catarrh was present with laryngitis. The tonsils were small. After 
the patient had been under treatment for a month without relief, I 
determined to remove a portion of the left upper tonsil ; with this object 
in view, I cut away a portion about the size of a split pea. Pus to the 
amount of four or five drops escaped; at the next visit, two or three 
days after, the parts were greatly improved, and in a short time all 
signs of the trouble ceased. 

A second case illustrating chronic pus-retention was that of a medical 
student, nineteen years of age. He was suffering from laryngitis, and 
had always had irritable tonsils. He had suffered from repeated attacks 
of diphtheria when a child. The present distress ensued upon a rather 
severe form of tonsillitis. Believing that much of the condition of the 
larynx was due to irritation excited by the tonsils, I removed a portion 
of the main mass on the right side with the knife. when there escaped 
fully a half-drachm of pus. The tonsils were of great thickness, and the 
pus lay fully three lines from the surface. The patient made a satis- 
factory recovery. The laryngitis spontaneously disappeared, showing 
that it had been caused by the irritative effects of pus in the tonsil. 

J. Garel (Annales des Maladies de l Oreille et du Larynx, 1889, p. 1) 
narrates three cases of chronic abscess of the tonsils. The first of these 
was a man forty-six years of age, who reported January, 1885; he devel- 
oped an acute tonsillitis on December 7, 1884, which was opened on the 
10th, and again on January 31st, so it will be observed that the duration 
of the case, including the date at which pus was supposed to have 
formed, was but seven weeks. 

The second case was that of a woman, aged twenty-eight years, who 
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had had her tonsils removed by tonsillotomy in infancy ; she had subse- 
quently repeated attacks of quinsy with attendant suppuration on the 
left side. In January, 1885, quinsy, resulting in suppuration on the 
right side; after the escape of pus, however, the pain did not subside, 
and the patient could not report. The neck was found to be tumefied ; 
dysphagia intense. The case passed from observation, but it was ascer- 
tained that a month afterward, namely, at the end of February, an 
abscess opened spontaneously, and the inflammatory condition rapidly 
subsided. The entire duration of this case appears to have been about 
one month. 

In the third observation, that of the young man, aged thirty-six 
years, who reported September 21, 1888, the patient was subject to 
repeated attacks of tonsillitis, and at the twelfth year had an attack in 
which both tonsils suppurated. In 1883 acute abscess developed in the 
right tonsil, which demanded surgical interference. In August, 1888, 
tonsillitis developed on the left side; the physician opened the collection 
of pus on the seventh day, but the cure was not completed; three weeks 
afterward pus could be still detected oozing from the tonsil. The open- 
ing in it was enlarged by Dr. Garel by the galvano-cautery, As a result 
of treatment by this agent, the case was cured by the 20th of October ; 
this case, therefore, had a duration of two months. 

M. Noquet (Revue de Laryngologie, d’ Otologie, et de Rhinologie, 1888, 
No.7, p. 393) reports a case of a person, twenty years old, who suffered for 
six months with acute pain in swallowing at the level of the left tonsil. 
Many times a day the patient wauld raise pus which could be traced to 
the tonsil. This patient had had the right tonsil removed at the sixth 
year, and the left six months subsequently to the time at which the case 
came under notice. Dr. Noquet detected in the left tonsil a fistulous 
track which led to a pocket which contained pus, which, being opened, 
led to complete recovery. In the discussion which followed, M. Moure 
cited an analogous case, namely, one with abscess of the tonsil, lasting 
several years, finally cured with the galvano-cautery. Heryng names 
two cases in which abscess was detected during operation by tonsil- 


lotomy. 

Grynfellt (Gaz. hebd. des. Sci. Méd. de Montpellier, No. 34, 23 Adut, 
1884) reports a case of chronic abscess of the tonsil which occurred in 
a man seventeen years of age, the result of acute tonsillitis. 


Forrien Boptes.—The practitioner is frequently called upon to 
remove foreign bodies from the pharynx. When these are large the 
most casual inspection reveals their presence. Frequently, however, 
examinations carefully conducted fail to detect them. The conclusion 
is arrived at that the objects have been either swallowed or ejected, and 
the symptoms complained of are referred to the effects of congestion 
or to the anxiety of the patient. It must not be forgotten that small 
fish-bones may be lodged within the tonsil and be out of sight when the 
throat is inspected, but may protrude during the acts of swallowing and 


speech. 


A gentleman once reported to me with the complaint that a fish-bone 
was fixed in his throat. The history was consistent, and a careful but 
futile examination had been made by the family. physician. I was 
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equally unfortunate in not finding the offending bone. I ventured to 
say that it had disappeared, and that the distress could be controlled by 
the use of a soothing gargle. But in this I was mistaken. The patient 
reported after an absence of several hours and persisted in his belief that 
the bone remained in the throat. Finding the right tonsil rather large, 
I grasped it with a pair of forceps and drew it forward, thinking that 
the bone might be found between the gland and the palato-pharyngeal 
fold. Directly, I saw (as a result of compression) projecting from the 
gland the end of an exceedingly slender needle-like fish-bone, which was 
readily lifted from its bed by a pair of forceps held in the disengaged 
hand. The bone was fully an inch in length, and would have remained 
undiscovered had I not fortunately by the seizure of the gland forced 
it slightly out of its bed. On another occasion I removed a thin scale 
of an oyster-shell, which had been in the throat forty-eight hours, from 
the interval between the upper and the main tonsil. The object was 
readily seen by drawing the palato-glossal fold forward. 


Remarks.—In conclusion it may be said: That the existence of a 
large pocket or crypt at the lower part of the tonsil is common; that a 
mass lies above the thickened cryptose tissue above the opening of the 
main pocket, and forms the velar tonsil; that the varieties of tonsil-form, 
as above expressed, constitute the best guide to clinical study of the 
region; that the treatment of the affections of the tonsil should be 
based upon structure; that, this structure being of the character of 
recessions of mucous membrane from the general pharyngeal surface, 
attempts to restore such parts to their normal condition should be 
always borne in mind, and all canals or fistulous passages in the tonsil 
that are abnormal should be slit up; that closed tonsils should be 
opened ; that incisions for the reduction of enlarged tonsils should be in 
directions which harmonize with the plan of the region; and that, when — 
such hints for the treatment of the tonsil are acted upon, the majority 
of the diseases of these glands are remediable. 


RETRO-PERITONEAL TUMORS: THEIR ANATOMICAL RELA- 
TIONS, PATHOLOGY, DIAGNOSIS, AND TREATMENT. 


WitTH A REPORT OF CASEs.! 


By ALBERT VANDER VEER, M.D., 
CONSULTING SURGEON TO 8ST, PETER’S HOSPITAL; ATTENDING SURGEON, ALBANY HOSPITAL, ALBANY, N, Y.; 
PROFESSOR OF DIDACTIC, CLINICAL, AND ABDOMINAL SURGERY, ALBANY 
MEDICAL COLLEGE, 


As our experience in abdominal surgery increases, we find there are 
yet many problems that confront us, and of these problems there is 


1 Read before the American Surgical Association, at the Washington Congress, 
September 22-25, 1891. 
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none which, to my mind, requires at our hands more careful research 
and is capable of greater improvement, both in operative management 
and prognosis, than new-growths arising from the retro-peritoneal space. 

The exact diagnosis as to the true nature of these growths may not 
be so necessary, but a clearer investigation at the post-mortem table and 
pathological laboratory to determine anatomical relations and physical 
changes cannot be denied. In order to bring this subject more fully to 
your attention, allow me to report to you the histories of a few cases 
which have come under my observation : 

CasE I.—Miss S., aged forty-two, consulted me in March, 1882, in 
relation to a tumor located in the back. She gave a good family his- 
tory, and, with the exception of this difficulty, had suffered from no 
important diseases. About fifteen years prior to my first consultation 
she had noticed a small growth in the back, to the left of the spine, 
and at the level of the first lumbar vertebra. It grew slowly and gave 
rise to no particular discomfort until recently, when it caused increased 
anxiety on account of more rapid growth. 


Fig. 1. 


(Case I.) 


Examination revealed a large tumor attached to the left side of the 
_ and ribs, and extending into the dorsal region as far as the angle of 


the scapula. It seemed deeply attached to the surrounding tissues, of a 
smooth contour, and hard to the touch (Case I., Fig. 1). An operation 
for the removal of the growth was advised, but declined by the patient. 

I saw her several times in the interval between this time and her death, 
in November, 1888, and at one visit introduced the fine needle of the 
aspirator into the tumor, when about two ounces of blood was immediately 
withdrawn. The tumor continued to increase in size until her death, from 
other causes. 

At the autopsy the growth was removed and its origin found in the 
connective tissue about the left kidney. It was distinctly encapsulated 
and easily removed; its blood-supply was abundant, chiefly from its 
lower border. The tumor weighed eight pounds, and upon section 
showed abundant stroma having the appearance of fibro-myxoma, with 
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here and there an apparent area of lipomatous tissue; there were also 
cavernous spaces. Undoubtedly the needle of the aspirator had punc- 
tured a thrombotic cavity containing an effusion of blood. Micro- 
scopical examination revealed the presence of fat and myxomatous 
tissue, with an abundant small, round-cell infiltration into the stroma 
of the growth. The growth could have been enucleated by the crucial 
lumbar incision from the kidney, saving the latter. 

Case II.—On May 28, 1889, Dr. I. I. Buckbee, of Fonda, N. Y., 
brought to my office for consultation a patient with the following history: 
Mr. H. V., aged forty-one, married, a native of United States, and b 
occupation a farmer. He gave an indifferent family history: grand- 
father died of dropsy, father of rheumatism, a cousin of phthisis. Until 
five years ago patient’s health had been good. He then injured his back 
by lifting a hay-press. The pain following this injury had never been 
relieved, although blisters were applied and medicines were administered 
for a considerable period. He had also employed many patent nostrums 
without relief, and two years ago discontinued all treatment. Three 
months ago he grew worse, the abdomen began to enlarge, the pain was 
more severe, he lost both appetite and flesh, the ankles became cedema- 
tous, and a distressing cough followed. The bowels were constipated, 
the urine scanty and high-colored, but free from albumin or casts. 

Physical examination. Abdomen was rather more prominent on right 
than on left side, and to palpation gave an impression similar to that of 
a lipomatous tumor. Fluctuation could not be elicited at any point. 
Percussion revealed flatness from the right nipple to the crest of the 
ilium on that side, and extended to the median line, save in a narrow 
space along the border of the ribs, where there existed a zone of reso- - 
nance. 

Diagnosis. First, the tumor was manifestly not cystic, nor was it con- 
nected with the liver, being separable from the liver border by a distinct 
line of resonance on percussion. Was it a tumor of the abdominal walls, 
of the omentum, cecum, the kidney, or of the retro-peritoneal space? 
Was it a dislocated liver, localized impaction of feces, or hydatids? 
Hydatids were excluded by the absence of obscure fluctuation, of nodu- 
lar excrescences, and the hydatid thrill; fecal impaction by the absence 
of the doughy feeling, and the ability to secure free evacuation of the 
bowels. The liver could not be dislocated alone, for there was on per- 
cussion dulness over its normal area. The tumor was too deeply seated 
to have its origin in the abdominal walls, did not move with the respira- 
tory act, nor was its mobility affected by the fixation of the abdominal 
walls. New-growths of the omentum are, unless cystic, usually diffused 
with nodules and accompanying ascites. Again, the dulness is often 
relative, rather than absolute. Was it from the kidney? The urine 
was normal, but scanty, the dulness extending from the kidney, or 
rather spine, directly around to the median line. The probability of its 
arising from the kidney was strong. From the conditions present an 
exploratory abdominal section was clearly demanded, an opinion which 
was confirmed by Drs. Ward and Townsend in consultation. 

Operation. n operation was done on June 1, 1889, as follows: 
An incision five inches long was made over the external border of the 
right rectus muscle, the centre of the incision being opposite the umbili- 
cus. The dissection was very difficult; the landmarks were hard to 
determine, and I was not quite sure that I had divided the peritoneum, 
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when the tumor appeared in the wound. The capsule was divided and 
the tumor-substance appeared somewhat like fat. From its attachments 
it seemed futile to attempt its removal. The wound in the capsule was 
closed by catgut suture, and that in the abdominal wall by silk. The 
patient recovered from the operation and returned to his home June 22, 
1889. Small portions of the tumor removed were examined and found 
to consist of fat-cells enclosed in a network of connective tissue. Nu- 
merous small, cellular elements were found in the stroma of the growth. 
The patient after his return home was relieved of his pain for a consid- 
erable period. The wound at the time of the operation did not close 
kindly, and later reopened, a portion of the tumor presenting in the 
wound as a fungoid mass. The relief from pain was undoubtedly due 
to the incision of the capsule, thereby relieving the tension. The growth 
continued to increase very decidedly, the legs became cedematous, res- 
piration from the encroachment of the tumor became very much embar- 
rassed, and finally, on October 21, 1889, the patient died. 

——s held at Fonda, N. Y., twenty-seven hours after death. Body 
very much emaciated ; rigor mortis well marked ; thorax and abdomen 
only examined. Abdomen much enlarged, especially upon the right 
side. An incision from the intra-clavicular notch to fs was made, 
passing in a curve to left of umbilicus. A second incision was made 
above the fungoid mass, separating it from the abdominal wall. The 
diaphragm was situated on the level with the fourth rib, on the right 
side, and not quite so high on the left. To the right of the vertebra the 
abdomen was filled by a large growth encapsulated and having the ap- 
pearance of adipose. All the viscera were displaced to the left. The 
- sternum was removed and both lungs found compressed, but otherwise 
healthy. There were no adhesions of the pleura. Each pleural cavity 
contained a small amount of serum. The more particular examination 
of the growth showed its origin to be posterior to the peritoneum and 
carrying it forward and inward. Externally it was continuous with the 
abdominal wall. To its median internal surface the cecum was attached, 
the mesocecum, if any, being obliterated. Superiorly the liver had 
been displaced to the left, and the right lobe was intimately adherent to 
the growth. The tumor was enucleated as follows: 

The peritoneum along the inferior border was torn through and the 
tumor lifted up toward the thorax, dividing the peritoneum along the 
internal border of the growth. The right kidney was attached to the 
tumor and removed with it, after dividing ureter and renal vessels, 
which were much dilated. The renal vein, approaching the size of the 
vena cava after removal, lay completely posterior to the peritoneum. 
Liver smaller than normal from compression ; gall-bladder empty and 
compressed ; spleen normal in size, color, and consistence; left kidney 
slightly enlarged, but normal ; right showed evidence of fatty degenera- 
tion. Omentum shrunken, free from fat; stomach dilated ; intestines 
not distended and normal in appearance. 

The growth (see Case II., Fig. 2) weighed fifty-six pounds, and later 
was divided in its length. Upon division a considerable amount 
of fluid escaped from numerous cysts. Examination of the cut surface 
showed many centres of softening, where the growth was myxomatous 
in structure. The external portion of the growth was of a firm con- 
sistence and resembled adipose in appearance. Portions of it were 
hardened in Miiller’s fluid and cut with freezing microtome. For this 
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a of the work I am greatly indebted to my assistant, Dr. Willis G. 
acdonald. 
Sections prepared from the outer portion were made up of adipose 
tissue, as were also other small areas found distributed throughout the 
rowth. The softer portions were made up of a connective-tissue stroma, 
in the meshes of which were many multipolar cells, besides abundant 
small, round cells. The stroma was relatively very sparingly distrib- 


(Case II.) 


uted. In the growth we had, then, fat, myxomatous tissue, and small, 
‘round cells, the characteristics of lipoma, myxoma, and sarcoma. It 
may be termed an adipose tumor, presenting a condition of myxo- 
sarcoma, with sarcomatous infiltration. ; 

Case III.—I saw this case in consultation with Dr. H. E. Mereness, 
of Albany, N. Y., to whom I am indebted for the notes. Mr. N., aged 
thirty-nine, a brassworker by occupation, began to suffer from vague 
abdominal symptoms late in 1888, which were attributed by his physi- 
cian to the poisonous effects of the metal with which he worked. There 
was a general failing in health, with loss of flesh, strength, and appetite. 
Early in June, 1889, he found himself no longer able to do his work 
and went into the country. While there he developed jaundice, and, 
upon examination, a tumor was found in the left hypochondriac and 
lumbar regions of the size of a child’s head. He returned to the city, 
where I saw him and verified the foregoing history. 

I found that he had suffered from no previous serious illness and had 
been of fairly good habits. The family history was free from tubercu- 
losis. His father died of cancer of the stomach. He was very much 
emaciated, and the conjunctive were of a yellowish cast, which later deep- 
ened to a bronze. An exploration was advised, believing the growth to 
be connected with the left kidney, but refused by patient. The tumor 
— to grow rapidly, and in the latter part of November, 1889, he 

ied. 

An abstract from the notes taken at the autopsy showed that the 
tumor sprang from the region of the left supra-renal capsule and in- 
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volved it, as well as extending downward and surrounding the kidney. 
It presented itself forward, dislocating the pancreas and spleen, and by 
pressure impeded the flow of the biliary secretions into the intestinal 
canal. It was closely attached to the vena cava and aorta. It weighed 
upon removal six and one-eighth pounds, and upon section presented 
gross anatomical appearances, very similar to the case previously re- 
ported. Microscopically, there was a greater preponderance of sarco- 
matous and myxomatous elements. Chemical examination of the fluid 
removed from the open spaces showed a large proportion of mucin. (See 
Case IIL, Fig. 3.) 


Fie. 3. 


(Case III.) 


ANATOMICAL RELATIONS AND PATHOLOGY. 


From the histories of these cases, it will be noticed that in two they 
took their origin from the capsule of the kidney, and in the other from 
the supra-renal capsule. A careful research of the reported cases, 
together with an examination of all accessible works on pathology, im- 
presses one that the most frequent origin of these growths is in the con- 
nective tissue of the capsule of the kidney; the next most frequent seat 
being the supra, or impossible to determine with exactness. 

Mr. Hulke, of Middlesex Hospital, reports a case of myxoma sur- 
rounding the left kidney, which he operated upon. A median section 
was made, when the tumor presented. The incision was continued 
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through the posterior blade of the peritoneum, just beyond the descend- 
ing colon. The tumor proved to be a myxoma, and, although the patient 
recovered from the operation, it returned locally. The kidney was not 
involved by the tumor, and could have been enucleated. 

The variety of growths embraced in this class present no less pecu- 
liarities than do the other features of their natural history. None can 
be said to be absolutely benign, even those which are made up entirely 
of histological elements, such as lipoma, fibroma, or myxoma, although 
they do not tend to the formation of metastasis, or to the infiltration of 
immediately surrounding tissues. It is true they show no great tendency 
to recurrence when completely removed, yet from the great size to which 
they develop, the consequent discomfort, and from their tendency to 
undergo degenerative changes, they cannot be classed as innocent 
growths. 

As with any large abdominal growth, there is always a degree of en- 
croachment upon the thorax and pressure upon other organs. In Case 
II., here reported, the inferior border of the liver was at the fourth inter- 
costal space, and the czecum and ascending colon were displaced toward 
the left side of the abdomen. 

Those springing from the walls of the pelvis encroach upon or involve 
the bladder, the uterus, and rectum, very often presenting features which 
are exceedingly perplexing in diagnosis. The origin of a smaller number 
are reported respectively as from the retro-peritoneal lymphatics, the 
bodies of the vertebre and bones of the pelvis, and the root of the 
mesentery. In by far the greater proportion of the cases no exact origin 
is given; indeed, from the subsequent changes in anatomical relations, 
it would seem quite impossible to determine the exact point of origin of 
many of the very large retro-peritoneal new-growths. They have almost 
uniformly presented themselves in the line of the least resistance, that 
is, anteriorly. In the first case which I report, the tumor presented in 
the back—a condition which can be attributed to its origin from the 
extreme upper border of the kidney, where it is less completely bound 
down by the lumbar musclés and fascia. When they have reached a 
sufficient size to attract the attention of the patient, they present them- 
selves at either side of the umbilicus, somewhere in the region of the 
lateral lines drawn in the arbitrary divisions of the abdomen into 
regions, although they may appear centrally. With the growth viscera 
are displaced, not infrequently completely to the opposite side, although 
those springing from the left kidney may have the descending colon ex- 
ternally. Owing to circulatory disturbances within them, and their 
liability to a subsequent malignant infiltration, and from the develop- 
ment of cachectic conditions, they present, clinically, features which are 
almost immediately hazardous to life. 

Cysts have been reported by various authors as arising from the retro- 
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peritoneum. Czerny reports particularly a case of dermoid cyst spring- 
ing from the capsule of the kidney. Others have reported cases of 
similar growths springing from the walls of the pelvis, particularly in 
the neighborhood of the sacrum. The so-called cyst of the broad liga- 
ment is very often partially retro-peritoneal in character. 

Cysts in connection with the parenchyma of the kidney and pancreas, 
together with new-growths springing from the same source, are not con- 
sidered in this paper, for the reason that they have already received 
at other hands sufficient consideration. 

A careful study of retro-peritoneal tumors shows them to be of a 
mixed variety, containing the elements both of the lipoma and myxoma 
—tissues which are, histologically, very closely associated. Fat is de- 
veloped from embryonal mucin, and in post-feetal life occupies those spaces 
in the economy which later in the foetus are of myxomatous elements. 

Again, in the retro-peritoneum both of these tissues are found, and 
doubtless many of these growths arise, under suitable conditions, from 
congenital neoplasms. There is, in these cases or classes of tumors, no 
inconsiderable amount of evidence to support the theory of Cohnheim 
relative to the origin of tumors. They are sometimes active in their 
growth, often become cystic, and reach immense proportions. Cases are 
reported of tumors of this character weighing eighty pounds. The 
distribution of the elements is very diverse. The fat may be regularly 
distributed throughout the tumor or may occur as islands located here 
and there. These growths are very often cedematous, and by chemical 
analysis present a large percentage of mucin. The microscope, besides 
revealing the usual elements of lipoma and myxoma, very often reveals 
a numerous round-celled infiltration in the stroma of the growth, point- 
ing to a sarcomatous element in their character. While not presenting 
all the features of active malignancy that carcinoma and sarcoma do, 
yet they often show a marked tendency to recur locally when removed. 

Clinical histories and pathological research both show that tumors 
containing embryonal elements are very apt to be malignant, and can 
very truly be said to be always so. 

The tumors found in the kidneys of young children are, for the most 
part, mixed tumors, chiefly myo-sarcoma. Many are surely congenital, 
and are an example of a new-growth developing from embryonal tissue. 
They have by Grawitz recently been compared to a series of embryonal 
growths which spring from the-supra-renal capsules, and have the ap- 
pearance of adipose tissue, but are usually sarcomatous. (Orth, Patho- 
logische Diagnostik.) 

Sarcomas, either in typical form or in combination with myxomatous, 
lymphomatous, or fibromatous tissue, also occur, and have been observed 
quite often. Many of the tumors which have been described as sarcoma 
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of the mesentery were doubtless retro-peritoneal sarcomas, arising at the 
root of the mesentery and presenting anteriorly, separating its folds. 

Primary sarcoma springing from the mesentery is exceedingly rare. 
In combination with myxomatous growths sarcoma most frequently 
occurs. They are, histologically, very closely associated. In these sar- 
comatous growths circulatory changes are likely to occur, thromboses, 
with subsequent softening and cystic degeneration. 

Another group, to which Dr. Homans has called attention in two 
papers (somewhat defective in bibliography, but otherwise of great 
value), consists of pure lipoma. 

Subserous lipomas rarely of themselves reach large size. How- 
ever, those going out from the peritoneum may be of sixty pounds’ 
weight. Lipomas are usually slow-growing, the subserous particularly 
so. Subcutaneous sometimes grow rapidly after remaining stationary 
for years. Lipomas seldom change to other varieties. May primarily 
be mixed in character—myxo-lipomas. 

The character of this group can never be determined with certainty 
without careful microscopical examination, as many growths having the 
appearance of lipomatous tissue often have the elements of myxoma and 
sarcoma as well. They may reach great size, but show no disposition to 
return after removal. 

Sir Spencer Wells reports, in his first edition of Abdominal Surgery, a 
case wherein the removal of such a growth was undertaken with fatal 
results. 

The other varieties of growths found have been fibroma and cystoma. 
They all, for the most part, either spring from the walls of the pelvis or 
from the sub-peritoneal connective tissue of that region. 

Virchow looks upon this whole series of growths as being analogous 
to those arising from the deep tissue of the neck. 

They may have fat, connective tissue, fascia, muscle, or lymphatic 
tissue for their source. They may be homologous or heterologous in 
character. There can be no reasonable doubt that embryonal elements, 
which lie quiescent here, may, under suitable irritation, be a frequent 
source of retro-peritoneal growths. 

Diagnosis.—I cannot well imagine a more severe task for a writer than 
to attempt to outline the symptoms and diagnosis of a condition which, 
until the present time, has baffled, quite without exception, the skill of 
all who have met with it. Yet, recognizing the importance of the factor 
of exact diagnosis, especially in abdominal surgery, I wish to call atten- 
tion to all such symptoms as may be associated with these growths, and, 
after carefully weighing them, put together what seems useful. 

In the first place, there is not a single symptom that is pathog- 
nomonic, and we are dependent for diagnosis upon the process by exclu- 
sion. Diseases and neoplasms of the uterus and its appendages, of the 
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liver and the gall-bladder, of the spleen, pancreas, and kidney, are to 
be excluded, as well as aneurism of the aorta, tumors of the mesentery, 
and of the abdominal walls. 

Sex or the history of the case may exclude the organs of generation 
at once, and bimanual examination will rarely fail to locate the uterus 
and its appendages and determine its pathological changes. Sub-peri- 
toneal fibroids are the only ones likely to be confounded with this con- 
dition ; but, then, uterine fibromas are more easily movable within the 
abdomen, and their attachment to the uterus can be made out. Solid 
tumors of the ovary and broad ligament present greater difficulties, 
which at times cannot be surmounted. 

Diseases of the liver, together with new-growths of that organ, have 
very often been mistaken for retro-peritoneal neoplasms. Hyper- 
trophic cirrhosis, amyloid degeneration, hepatic abscess, hydatids, 
obstruction of the cystic duct, and distention of the gall-bladder, 
together with carcinoma and sarcoma, present physical signs which 
may be confounded with retro-peritoneal tumors. The history of the 
case, together with a painstaking weighing of general symptoms, will 
naturally assist in clearing a doubtful diagnosis. 

Disturbances of biliary excretion may occur from pressure on the 
common duct by the tumor. Again, tumors of the liver always move 
synchronously with the respiration. Retro-peritoneal ones do not, as a 
rule. Very often a line of resonance is found between liver and tumor, 
which at once shows that the growth is not connected with the former 
organ. 

The differentiation from hypertrophy and tumors of the spleen presents 
less difficulties than those of the liver. Here palpation and percussion 
will be quite sufficient, if employed to locate the spleen in its normal 
position. Tumors of the omentum lack the fixed position of these 
growths. The absence of digestive disturbances, with fatty stools, will 
serve to exclude the rare new-growths of the pancreas. 

As stated, many of these tumors have their origin in the capsule of 
the kidney, or in the connective tissues surrounding it. They present, 
at least in their earlier stages, physical signs differing in no respect from 
tumors of the nephritic parenchyma. An examination of the urine 
may give an exact clue to the diagnosis. In none of the cases reported 
had renal hemorrhage or albuminuria, with or without casts, oecurred— 
conditions which are the rule‘with tumors of the parenchyma of the 
kidney. 

Regarding the use of the aspirator, while I must admit that it was of 
no especial value in the diagnosis of my first case, yet I believe that in 
many instances the fluid withdrawn by this instrument, and carefully 
examined, would enable us to make a diagnosis as to classifications of 
the tumor. In a recent case of sarcoma of the kidney, by means of the 
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medium-sized needle I was able to draw off sufficient fluid to fully 
demonstrate the nature of the growth, the diagnosis being confirmed 
later by the autopsy. All things considered, I believe the instrument is 
of value in the diagnosis of retro-peritoneal tumors. 

Finally, a valuable adjunct to diagnosis (a suggestion made to me 
by my assistant, Dr. Macdonald, and employed by him) is the rectal in- 
sufflation of hydrogen gas, with the distention of the stomach, which I 
believe to be of service more especially where a careful examination has 
been made before, and the percussion areas have been outlined with care 
upon the abdomen. The process of insufflation should be carefully 
watched, that the relation of the intestinal tube to the tumor may be 
established. 

Prognosis.—W ithout operative interference there is but one termina- 
tion. The rapidity of the fatal termination varies somewhat with the 
character of the growth. Pure lipomas are slow-growing until a certain 
volume is reached, when they proceed with great rapidity to a fatal 
termination. From a study of the clinical histories found in the litera- 
ture, I am of opinion that the mean duration of life, after the discovery 
of the tumor, is not more than nine months. Operative treatment offers 
to us much promise. Recovery has followed the removal of retro- 
peritoneal tumors of great weight, even those weighing fifty pounds. 
The immediate mortality following operations is from necessity great, yet 
from the hopelessness of the conditions it is to be urged with great 
earnestness upon the part of the surgeon. Incomplete operations have 
been immediately more fatal than those in which the tumor had been 
completely removed. Like all surgical lesions, these cases illustrate the 
necessity of early diagnosis and prompt operation. 

Czerny, in concluding a paper in which he had reported three cases, 
concludes that “in all cases operative interference can be safely under- 
taken ; that when the tumor is no longer encapsulated, the incision had 
better be closed, otherwise the growth enucleated.” 

Treatment.—Operations for the removal of retro-peritoneal growths 
will from necessity be subjected to considerable modification in detail. 
The choice of incision will usually fall in the line of the linea semi- 
lunaris, on one side or the other; Langenbeck’s incision for the removal 
of the kidney may be made use of. Frequently when the incision is at 
first exploratory, it must be median. When the anatomical relations can 
be made out, and the operation continued by an extension of the cut, 
then the more favorable incision is in the linea semilunaris. By the 
separation of the peritoneum from the internal border of the tumor, it 
may be attached by sutures to the internal border of the abdominal 
wound, making the whole field of the operation extra-peritoneal. 

The incision of the posterior fold or blade of the peritoneum should 
be external to the attachment of the mesentery of the colon, although 
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not absolutely necessary. The removal of the growth by enucleation 
must be accomplished with great care; particularly is it always desirable 
to determine the source of the blood-supply and its relations to the great 
vessels, The vena cava has been wounded by accident in the enuclea- 
tion of these growths. There are likely to be large, thin-walled veins 
located deeply in the wound requiring ligation. It will be found at 
times necessary to remove the kidney with the tumor, and here the 
danger of hemorrhage is very great. The supply vessels of the kidney 
will frequently be found very short and difficult to reach. 

The length of time required for the performance of the operation will 
vary necessarily. As long a time as two and one-half hours have been 
consumed in a difficult operation. As in all strictly abdominal work, 
the operator must be prepared for any and every possible complication. 

After enucleation, as well as when the kidney has been removed with 
the growth, the cavity must be thoroughly drained, either by full-sized 
drainage-tubes or by iodoform tamponade. 

The after-treatment presents no indications for management other 
than those of a severe case of abdominal section. 


Résumé. 


In Case III. the operation would have been a very dangerous one, 
because of the tumor having adhesions to the aorta and vena cava. 

As in all other conditions in surgery, there is certainly at the present 
time a better understanding of these cases. A more correct and early 
diagnosis, as is the case in all that pertains to medicine and surgery, 
will surely bring a larger percentage of recoveries. 

These are purely surgical cases; no medicines, no mineral waters or 
baths, electricity, or other lines of therapeutics, have as yet been of 
any service. 

Finally, if in any way I have added but a mite to the better elucida- 
tion of the subject, I shall feel amply repaid for the effort made. 

The following bibliography, complete as to retro-peritoneal new- 
growths, is appended : 

BIBLIOGRAPHY. 
International Encyclopedia of Surgery. 
Holmes’s System of Surgery. 
Erichsen’s Surgery. 
Bryant’s Surgery. 
Kénig’s Allgemeine Chirurgie. 
Billroth- Winiwarter : Chirurgische Pathologie. 
Greig Smith: Abdominal Surgery. 
Ziegler: Pathologische Anatomie. 
Orth: Pathologische Diagnostik. 
Delafield and Prudden: Pathological Anatomy. 
Hamilton, D. J.: Pathology. 


Sajous: Annual Universal Medical Science. 
irchow-Hirsch : Jahresberichte. 
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Papers of diagnostic, pathological, and anatomical interest : 


Elliot, G. F.: Lancet, London, 1879, ii. 423. 

Bruntzel: Deutsche med. Wochenschrift, 1884, x. 228. 

Herzog: Festschr. d. irtzl. Ver., Miinchen, 1883. 

Tyson: Boston Med. and Surg. Journ., 1885, exii. 300-302. 

Phillipson: Lancet, London, 1885, i. 937. 

Wood: Lancet, London, 1885, ii. 

Czerny: Deutsche Zeitschrift fiir Chirurgie, 1886, 326-352. 

Osler: New York Medical Journal, 1886, xliii. 136. 

Hutchinson, J., Jr.: British Med. Journal, 1885, ii. 1065. 

Stankiewicz: Medical Gazzet, Warsaw, 1885. 

Thornton, J. K.: British Med. Journ., 1882, ii. 1242. 

Dandridge : Medical Record, 1883, xxiii, 60-63. 

Strong: Lancet, London, 1883, ii. 38. 

Stiller: Med. Presse, Wien, 1890, xxxi. 1969. 

Blackburn, J.: Am. Med. ‘Assoc., 1888, x. 387. 

Sutton: British Gynecological Journ., 1887, iii. 363-366. 

Collier: Trans. London Path. Soce., 1887, xxxviii. 324. 

Williamson: Pittsburgh Med. Review, 1888, ii, 104. 

Krigg, F.: New York Med. Journ., 1891, liii. 436. 

Kiister ; Ein chirurgisches Trien., 1876-1878. 

Drew: Am. Journ. Obstet., New York, 1883, xvi. 1002-1004. 

Harris: Am. Journ. Med. Sci., 1882, Ixxxiv. 109-168. 

Parmeijer : Geneesk. Courant, Tiel, 1890, No. 31. 

Thiriar : Clinique, Brux., 1890. 

Homs: Enciclopedia Medical, Barcel., 1879, iii. 

Bruntzel: Berliner klin. Wochenschrift, 1882, xix. 745-748. 

v. Erlach : Sitzung Bericht der Geburts. et Gynik., Wien, 1888, i. 25. 

Hulke: Lancet, London, 1887, ii. 1065, 

Madelung : Deutsche med. Woch., 1887, xiii. 994-997. 

Gould : Lancet, London, 1888, ii. 518. 

Chadwick: Boston Med. and Surg. Journ., cxi. 388-390. 

Bardeleben: Charité Annalen, Berlin, 1885, x. 439. 

Thomas : Medical News, Philadelphia, 1882, xi. 9. 

Porro: Italia Med., 1882. 

Eiselsberg : Wiener klin. Wochenschrift, 1890, No. 23. 

Billroth’s Klinik (Witzel): Centralblatt fiir Chirurgie, 1887, No. 26. 

Tillman : Hygiea, Stockholm, 1891, Mirz. 

Czerny: Archiv f. klin. Chirurgie (2 cases), 1880, 858-872. 

McGraw, T. A.: Medical Age, 1887, v. 505. 

de Madrazo : Independ. Medical, Barcel., 1887, xix. 81-84. 

Thornton, J. K.: British Med. Journ., 1890, i. 665, 

Homans, "John: Am. Journ. Med. Sci., April, 1891. 

Martin, A.: Berlin. klin. Woch., 1879, xvi. 338-428. 

Weills, Sir S.: Abdominal Surgery, 2d edition, p. 20-21. 

Jackson, J. R.: Trans. Am. Gyn. Soc., 1890. 

Drs. Gordon, Lee, and Barker have seen a case where operation was 
followed by death. Report of discussion, see above. 

LInzztto: Gazz. Med. Ital., 1882, xx. 57. 

Bantock: Brit. Gyn. Journ., November, 1890. 

Joubert: Brit. Gyn. Journ. ( 2 cases), November, 1890. 

-Péan : Péan’s Chirurgie, Paris, 1889. 

Kohler: Charité Annalen, Berlin, 1888, xiii. 542. 

Homans : Am. Journ, Obst., 1888, xvi. 156 (8 cases) ; Lancet, 1883, i. 449. 

Ransohoff: Med. News, Philadelphia, 1888, xliii. 575-577. 

Selzer, F.: - Wiener klin. Wochenschrift, 1888, 221-238. 

Walser, F.: Allgemeine Wiener med. Ztg., 1881, 63. 

Ceerny: Archiv fiir klin. Chirurgie, 1880, xx. 114-120. 

Mudd, H. H.: Weekly Med. Review, July 6, 1889, p. 4. 

Foster, J. C.: Abdominal Surgery (Spencer Wells, "od ed., p. 20). 
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THE DIAGNOSIS OF ONE FORM OF INTRA-CRANIAL SYPHILIS.' 


By LANDon CARTER GRaAy, M.D., 
PROFESSOR OF NERVOUS AND MENTAL DISEASE IN THE NEW YORK POLYCLINIC, 


TuE literature of syphilis is enormous, and probably equalled by that 
of no other subject in medicine except tuberculosis. Writing some years 
ago upon the subject, I made this comparison: Prof. Max Miiller, the 
well-known philologist, informs us that the whole of the Sanscrit litera- 
ture, running, as he expresses it, like a high mountain-path of literature 
through the whole history of India, and extending over a period of 
three or four thousand years, is contained in about 10,000 manuscripts— 
more, the same authority asserts, than the whole classical literature of 
Greece and Italy put together. I have been able to count up some five 
hundred different articles that have been written on the subject of syphi- 
lis in the last thirty years, and there are probably many more. This is 
one-twentieth of the whole Sanscrit literature or of the combined classi- 
cal literature of Italy and Greece, and therefore in order that the liter- 
ature of this one subject should equal these great national literatures 
it would only take the time of about six hundred years, or one-seventh 
to one-fifth the time of the Sanscrit writings.” Notwithstanding the 
vast interest in the subject, however, that is manifested by these figures, 
the diagnosis of syphilis of the nervous system is still in a state of great 
uncertainty. The pathological lesions of the brain, of the cord, and 
of the peripheral nerves have been well studied, so that I need not pause 
to dwell upon them before an assemblage of this nature. But the clini- 
cal symptoms of these pathological alterations are involved in con- 
siderable uncertainty unless there has been a clear history of the initial 
syphilitic lesion, and of its sequelz in skin, bones, and mucous membranes, 
For example, we may be able to affirm that we have before us the 
symptoms of an intra-cranial, a spinal, or a peripheral nerve lesion, 
because our knowledge of diseases of the central and peripherai nervous 
system has advanced to great certainty within the last few years; but 
when the further question arises as to whether this lesion of the brain, 
the spinal cord, or the peripheral nerves is due to syphilis, we must in 
the vast majority of cases fall back upon the history of the initial lesion 
or its sequelz, or wait for the proof that may be contained in the suc- 
cess or non-success of treatment by iodide and mercury. Unfortunately 
it is a fact that the history of the initial lesion or its sequele is often 
very difficult to obtain. The primary sore being very slight, it may 
easily be overlooked, as we all know, by one who is not aware of its 
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characteristics ; and this may even happen to one who is upon the alert, 
as all syphilographers will testify. The wife may be infected by the 
husband, and innocently enough, too. Several years ago I heard a lady 
telling some friends how she had been afflicted with an obstinate head- 
ache and subsequent inflammation of the eyes, and as I knew that this 
lady’s husband had died a short time before of intra-cranial syphilis, I 
went to her attending physician to inform him of the fact, and found 
him entirely ignorant of the etiology of his patient’s symptoms. The 
infection may also come through a surgical operation, so that I presume 
there are very few communities of any size in which physicians cannot 
be found who have infected themselves in this way; indeed, I know at 
the present time of four physicians of whom this is true. Or the infection 
may come through a lesion innocently acquired about the buccal cavity, 
and even perhaps through articles of clothing. The tendency to conceal- 
ment, which so often actuates patients from motives of shame and family 
pride, constitutes another great source of error for the physician. It is 
therefore apparent that some method of diagnosis independent of the 
history of the initial lesion and its sequel would be of great value, 
and all recent writers upon this subject have recognized the need, 
although no one has ventured to outline any pathognomonic symptoms. 
Rumpf’s great book of some 600 pages, published in 1887, casts 
absolutely no light upon this question of positive diagnosis of syphilitic 
nervous affection, although it is a most industrious and painstaking 
compilation of pathological, clinical, and therapeutical memoranda. 
For many years I have been keenly aware of this defect in our clini- 
cal knowledge, and I have been endeavoring to obtain some further 
light upon the subject, which I am now prepared to definitely offer to the 
profession, and to which I first called attention some four and a half 
years ago in a paper read before the Philadelphia Neurological Society.’ 
I have become convinced that in many, if not most cases of intra-cranial 
syphilis the following group of symptoms is to be obtained: namely 
a cephalalgia that is apt to be peculiar in a quasi-periodicity that mani- 
fests itself in a tendency to return at a certain time in the twenty-four 
hours, most frequently at or towards night, less frequently in the after- 
noon or morning; marked insomnia, usually at the outset, lasting a few 
weeks ; a sudden cessation of the cephalalgia and insomnia upon the 
supervention of any paralytic or convulsive symptoms. Hemiplegia in 
an adult individual under forty years of age, even when not confined 
with the foregoing cephalalgia and insomnia, is also, in my opinion, apt 
to be syphilitic, exclusion being made of trauma, tumor, and nephritis. 
Through a period of some eight years I have satisfied myself of the 
value of this symptom-group. I have demonstrated its correctness 
many times to my classes, it has been verified in my clinic by my 
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assistants, and I shall detail histories of twenty-seven cases, although 
I have as many more that I cannot see the use of recounting at length. 

In one case, Case [X., there was no history of insomnia, but this is 
an exception proving the rule. 


Case I.—Male, aged thirty-nine years. About six months ago he 
began to have severe headache which was frontal, and which has lasted 
ever since, but shifts from one part of the head to the other, being 
gone on some days, but never leaving him throughout one single day. 
Has had emesis only on the first day. For the first month he did not 
obtain more than three or four hours’ sleep each night, but has since 
then slept well. A careful microscopical and chemical examination 
detected no renal lesion, nor has he any outward symptoms of such. 
During the first six weeks it is said he had a shuffling gait. About six 
months before coming to me it was noticed that he had a distinct lisp in 
his speech. He has used both tobacco and liquor excessively, but has 
ceased using either for some eight months. Has at times been mentally 
confused, but not during the last six months. At the first onset of the 
affection he acted very flightily. The face flushes readily. There is no 
tremor of the tongue, facial muscles, or extremities. Has optic neuritis 
which is well marked upon one side. Before coming to me he had been 
for some time under the care of Dr. R. W. Taylor, who kindly writes 
me that he could detect no evidences whatever of syphilis. The patient, 
however, admitted that he had had a chancre, although he knew of no 
sequelze ; and the vigorous iodide and mercurial treatment to which Dr. 
Taylor subjected him cured him, for after coming under my care I did 
nothing more than give a few placebos, and yet he made an excellent 
recovery, which has now persisted for three years. 

Case II.—Male, aged twenty-nine years. Has been ill for six weeks, 
although it is stated that there had been for a long time certain pro- 
dromal symptoms, of which I can obtain no definite description. He 
imagines that his fellow workmen conspired against him, that he is going 
to be taken away, that the cat has brought bad luck ; wishes to get away, 
and gets up imagining he hears carriages at the door, brought there to 
remove him. He has been complaining for over four years. Has been 
intemperate in his habits until some three years ago. He was sent to 
me by Dr. J. C. Kennedy, of Brooklyn, who writes that he had syphilis, 
and that four years ago he had a chancre, the only sequel of which was 
the characteristic sore-throat. Patient tells me himself that about six 
weeks before coming to me he began to get confused and worried, and 
then had his delusions, from which he says he has recovered. Then had 
optic hallucinations of darkness mixed with lightning, but no auditory 
ones. At the outset of the affection he had severe headache coming on 
at night, and obstinate insomnia. Exactly how long these symptoms 
lasted I have been unable to ascertain. Face flushes at times greatly, 
has had temporary difficulty in speaking, and during the last two 
weeks it has been noticed that he stumbled in walking, especially when 
he got up in the morning. The night before coming to me he had a 
slight convulsion, consisting of slight loss of consciousness and drawing 
back of the head and eyes, and slight sidewise movements. There 
is a neurotic heredity. The retine are perfectly normal except that 
there is some fulness of the vessels in the left fundus. None of the 
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cranial nerves are affected. There is no tremor of facial or tongue 
muscles or of the extremities, nor any paresis. The tendon reflexes are 
abnormal in that they are somewhat spasmodic, although not exagger- 
ated in the extent of the knee-jerk. ‘The patient improved somewhat 
on large doses of iodide with mercurial inunctions, but then passed 
away from Dr. Kennedy’s observation. 

Case III.—Male, aged thirty-five years. Hada hemiplegia in 1884, 
with slight motor aphasia, from which he incompletely recovered. Had 
another in 1886 with more marked motor aphasia, from which he has 
also incompletely recovered. A violent cephalalgia preceded the first 
attack, was greatly diminished upon the supervention of the first hemi- 
plegia, disappeared entirely in three days, and was absent for about 
eight weeks, when it appeared again temporarily, no cephalalgia pre- 
ceding the second attack. Also had obstinate insomnia preceding the 
first attack of hemiplegia, this lasting about ten weeks. At the present 
time is paretic upon both sides, the result of his double hemiplegia. I 
have had this patient under my observation for some three years, and 
can therefore state positively that his mental impairment consists only 
of an occasional emotional condition and a tendency to great irrita- 
bility. He has had no implication of the cranial nerves, and no vesi- 
cal, rectal, sensory, or spinal symptoms. One pupil is much larger than 
the other and responds very sluggishly to light, but fairly well to 
accommodative movements. This patient had a chancre in 1880, fol- 
lowed by roseola, and was under the care successively of several physi- 
cians of eminence who made a diagnosis of syphilis at the start and 
treated him for such. 

Case [V.—Male, aged forty-three years. In 1890 this patient had 
severe cephalalgia over the brows, generally in the afternoon and toward 
evening, and obstinate insomnia, the headache and insomnia lasting 
about three weeks. At about the same time he became very vertigi- 
nous, these attacks of vertigo coming on suddenly and rendering him 
temporarily very ataxic. For over a year has suffered from amnesic 
and ataxic aphasia and still seems doubtful in his memory of the pro- 
nunciation of certain words, although a certain part of his speech- 
defect is due to the fact that he has always stuttered. His general 
memory had been excellent for about a month before coming to me. 
There is no paralysis or ataxia of upper or lower extremities, no impli- 
cation of cranial nerve, no impairment of sensation in the face or 
extremities, no tremor of the face, tongue, or extremities. He states 
that he was deaf about six weeks before coming to me, although now 
there is no impairment of hearing. The optic discs are normal. 
Tendon reflexes are absent even with the Jendrassik method. Early in 
the winter of 1889 he tells me that he had what was diagnosticated 
as a chancre, and he now has a characteristic scar of such. A few 
months afterward, he states, he had a sore-throat that was attributed to 
syphilis and relieved by means of mercurials. His headache began 
about eighteen months after the chancre. This patient had been treated 
with small doses of the iodide of potash, the doses in the twenty-four 
hours not exceeding twenty grains, and then sought relief in vain at 
the Hot Springs, being worse on his return from this trip than he was 
before he left. I put him immediately upon large doses of the iodide, 
runniug up to 150 grains in the day, when he commenced to improve 
rapidly and has been perfectly well and able to attend to his business 
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during the six months that have since elapsed, although he has lately 
begun a reduction of his iodides. 

Case V.—Male, aged thirty-one years. Seen in consultation with 
Dr. D.G. Bodkin. The patient frankly admits that he had chancre about 
two years ago, although he is not able to give a very definite description 
of it; there is a characteristic scar upon the penis. I have not been 
able to ascertain whether he had had any cutaneous sequelz or not. He 
has had occasional headache through the last year, at times violent, almost 
invariably toward evening, with great insomnia and irritability. Dr. 
Bodkin was only called in to see him about a fortnight before the con- 
sultation, when he was suffering from ptosis of the left eye without 
strabismus, and this was relieved promptly by ten grains of iodide 
three times daily. The patient was lying in bed, his face much flushed. 
There was considerable hebetude and thickness of speech. He could 
not pronounce at all the words “ riding, cavalry, brigade.” Pupils well 
dilated but responding sluggishly to light and accommodation. Both 
retin distinctly congested. The left lid droops slightly, right face is 
paretic, the tongue points straight, the hand-grasp on the right is 
decidedly weaker than upon the left. There is no paresis in the lower 
extremities. The right tendon reflex is slightly exaggerated, although 
the left is normal. The sensory examination was unreliable because of 
the patient’s hebetude. The cephalalgia is extremely severe. The 
bladder is paretic. He sways markedly in standing with his eyes 
closed, whether his feet are approximated or separated. No tenderness 
upon percussion of the scalp. I recommended inunctions of the 
unguent. hydrargyri and large and increasing doses of the iodide. 
Under this treatment, so Dr. Bodkin subsequently wrote me, the patient 
immediately began to improve, and eventually made an excellent 
recovery, the details of which, however, I am not able to state. 

Case VI.—Female, aged forty years, married. Has given birth to four 
living children, two of whom died in infancy, and has had two or more 
miscarriages. Family history is negative. The patient has never suf- 
fered from serious illness. Her present condition began to develop 
about a year before coming to my clinic, with pain in the lower jaw. 
She had had for several weeks headaches coming on toward night, with 
marked insomnia, but these were distinct from the pain in the jaw, 
which latter was intense in degree from the first. Two molars were 
extracted without benefit, the pain increasing, the right upper jaw and 
right temporal region becoming involved for about five weeks, when the 
pain ceased abruptly. Simultaneously with its appearance was noticed 
a numbness corresponding with the areas into which the pain had pre- 
viously extended. The numbness was followed almost immediately by 
paralysis of the right side of the face. The angle of the mouth was 
drawn down, the facial expression became changed from a loss of the 
labial folds, there was lagophthalmus even during sleep. There was a 
loss of power in the muscles of mastication, and the food lodged in the 
cheek pouch. There has not been any pain since the onset of paralysis. 
Two months after the onset vision became misty. The eye began to 
look hazy and keratitis neuro-paralytica set in. In the course of three 
months vision of the right eye became reduced to a faint perception of 
large objects only as dim shadows. An examination of the patient at 
this time showed right facial paralysis involving the seventh nerve in 
all its branches, as described above; hearing also somewhat impaired 
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in the right ear; no involvement of the palate; impairment of the 
pain and tactile senses of the trigeminus; the motor branch of the fifth 
supplying the masseter and temporals was also involved; taste was 
impaired at the posterior right side of the tongue, and there was corneal 
ulceration. The first nerve was intact. The third, fourth, and sixth nerves 
were not affected. The lesion, therefore, affected only the fifth and 
seventh nerves. There was a reaction of degeneration in the seventh 
nerve. A diagnosis was made of lesion of the Gasserian ganglion, proba- 
bly syphilitic, the latter diagnosis being made upon the evidence of the 
miscarriages, although it was not possible to get the husband to come 
to the clinic or give any history, and also upon the headache and 
insomnia. She began to improve at once upon the iodide of potassium, 
which was pushed until 250 grains were given daily, and at the present 
time, one year after the treatment began, sensation is almost normal, 
the paralyzed muscles have almost entirely recovered, although the eye 
has, of course, remained the same. 

Case VII.—Female, aged thirty-three years, single. Has had head- 
ache for three months, worse at the vertex; severe insomnia for the 
first six weeks of this time; has had mucous patches on the tongue and 
lips, and throat shows old pharyngeal ulcers, whilst the tongue is ulcer- 
ated in its posterior portion; has hallucinations of sight and hearing, 
chiefly at night. Is very nervous and excitable, but has no delusions. 
This patient came to the clinic only once, and the subsequent history 
I do not know. 

Case VIII.—Female, aged fifty-three years, married. Has occipital 
headache, worse toward evening. Suffers from severe insomnia, and has 
had both these symptoms for some time, although the history does not 
state the exact period. Has slight ptosis upon the right side; no stra- 
bismus and no pupillary implication. This patient made a perfect 
recovery in three months under treatment by large doses of the iodide. 

Casr IX.—Male, aged thirty-seven years. About six years ago began 
to have constant headache over the brow and occiput, with diplopia. 
There was no insomnia and no irritability of temper. Four years ago 
became hemiplegic on the left side, with motor aphasia, without loss of 
consciousness, when the headache ceased, although this headache re- 
turned in the course of a year. Says that he had been weak and 
tremulous in both legs before the occurrence of hemiplegia. The 
aphasia lasted about three weeks. Two weeks after the onset of the 
hemiplegia the arm and leg began to improve, when the right leg 
became affected. At the time of coming to the clinic, four years after 
the onset of the hemiplegia, he was paretic in both lower extremities, 
most in the left one. The hand-grasp was much diminished on the 
right, but fairly good upon the left. Both patellar reflexes much exag- 
gerated and spastic. Foot clonus present on both sides, tongue deviates 
slightly to the left; the left naso-labial fold is lost. The pain, muscular, 
temperature, and tactile senses are intact. He suffers greatly now from 
headache coming on toward the evening and lasting through the night. 
Freely admits that he had syphilis ten years ago, but gives no history 
of any of its sequele. This patient first came to my clinic on Novem- 
ber 20, 1889. He was put upon a saturated solution of the iodide of 
potassium, taking 30 drops three times a day, each dose to be increased 
daily by 5 drops. By December 16th he had attained to 50 drops at 
each dose, but had such marked symptoms of iodism that it became 
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necessary to discontinue the treatment temporarily, although the head- 
. aches were very severe, and remained so in spite of the treatment by 
opiates and bromide. On January 13th he was again put upon a satu- 
rated solution of the iodide of potassium, 15 drops three times a day, 
the dose to be increased by one drop each dose. By January 17th his 
headaches were materially improved. He was then taking 20 drops of 
the saturated solution three times a day. On February 24th his head- 
aches had entirely disappeared, and he walked somewhat better. Is 
now taking 36 drops of the saturated solution three times a day. On 
April 14th, “is much improved, walks much better, has no headaches ; 
feels much better; is now taking 40 drops three times a day.” July 
2d the patient was so much improved that he was again at his work as 
a street-car conductor, which he had been obliged to leave some time 
before coming to us. He walks fairly well, although he is still somewhat 
aretic, has had absolutely no headaches, his appetite is good, and he 
ooks well. 

Case X.—Female, aged thirty-two years, married. Three months ago 
awoke in the morning and found her right upper extremity completely 
paralyzed, followed by severe pain from the elbow to the fingers during 
two days. Neither speech, face, nor leg were affected. Has been sub- 
ject to headaches for several years, and has also had obstinate insomnia 
occasionally throughout this time. Patient has never had alopecia. 
There is no adenitis or history of throat trouble. Has never borne 
any children, but has had two miscarriages; has been married two 
years. Headache disappeared upon onset of paralysis. Right arm 
and leg are now paretic without sensory implication. The facial 
muscles are slightly paretic on the right side, and the tongue is slightly 
deflected to that side. Right patellar reflex somewhat exaggerated. 
Subsequent history of the case is not known. 

CasE XI.—Male, aged fifty-two years. Has suffered from severe head- 
ache for the last six months, so severe as to render him almost wild, with 
great insomnia. The headache is principally over the brow and vertex. 
Frankly admits syphilis about twelve years ago, but gives no history of 
any of the sequelz except that he has had ostitis of the humerus and 
radius. The headache and the insomnia disappeared entirely in about 
six weeks upon the administration of the iodide internally in large 
doses and inunctions of mercury. 

Case XII.—Male, aged thirty years. Onset about two years ago, with 
noises in the left ear like the singing of a teakettle. At this time was 
employed in blasting, in which dynamite was used. These noises, after 
a time, seemed to him to be voices calling his name. He has also suf- 
fered from severe pain and tingling numbness down the legs and in the 
hands and arms. Occasionally has vertigo. Suffers greatly from in- 
somnia. Has not been intemperate, and has found that beer or liquor 
makes the noises worse. Denies syphilis, nor is there any objective evi- 
dence of it, but he admits that he has frequently had chronic ulceration 
of the throat and sores on the lips, with shin pains, as well as alopecia, 
also stating that he has had cedema of the feet, ankles, and hands. There 
is no cardiac disease and no evidence of nephritis. Lying down increases 
his vertigo. There is no pupillary impairment, no static or motor ataxia. 
At times becomes unable to find the words he wants to use, and this 
symptom seems to be so severe as to deserve the name of temporary 
aphasia. The patient recovered completely upon large doses of iodide. 
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Case XIII.—Male, aged twenty-six years. About three months ago 
found himself hemiplegic on the right side on waking up in the morning 
about 5 o’clock. Speech was also affected (motor aphasia) for about three 
days. Face became very much improved in the first week, and the leg 
somewhat in about two weeks, and at the present time is paretic on the 
left face, tongue, arm, and leg, and exaggerated tendon reflexes. Patient 
admits syphilis seven years ago. Had some sort of eruption afterward 
over the chest and abdomen, and subsequently alopecia. Has never 
had headache nor suffered from insomnia. Has not been intemperate. 
There is no history of any traumatism. Patient’s subsequent history is 
unknown. 

Case XIV.—Female, aged twenty-nine years, married. Has had severe 
headache for several months, worse toward evening, with marked in- 
somnia. Is very nervous and excitable; says that she sits continuously 
through the day thinking of queer and unnatural things. Has a sensa- 
tion of numbness and creeping over the scalp, and is at times slightly 
deaf for a day or two, although there is nothing about the ear or the 
throat or the Eustachian tube to account for this. Has had five mis- 
carriages—at the fourth, fifth, and seventh months respectively. Has 
one child living, but child is healthy. Patient has had buccal ulcers, 
and her hair has been coming out freely for some time. This patient 
recovered perfectly in about two weeks upon the iodide. 

X V.—Male, aged twenty-eight years. Seven years ago patient 
had syphilis, and was under treatment for it for some time, although the 
secondary symptoms were mild. Three years ago had to give up his 
position in a restaurant as a waiter on account of his failure of memory, 
which symptom began to develop about one year after syphilitic onset. 
Patient states that he never had headache, but his friend tells a different 
story, and says that he used to complain often of headaches. He has 
had obstinate insomnia for some time, and frequently lies awake all 
night, though not complaining of pain. Patient has marked impair- 
ment of memory, frequently becomes so confused as to be almost speech- 
less, though he suffers from no definite type of aphasia, the speech-defect 
being very evidently due to the mental impairment. He can name 
objects held up before him correctly, can read written or printed lan- 
guage and understand spoken words, but is unable to spontaneously and 
quickly recall names of friends and intimates. Is not able, for instance, 
to give the name of the friend who accompanied him, although he has 
known him for twenty years. Says his own first name is John, but 
cannot give his last name. Has never had any paralytic symptoms. 
Patient’s expression is silly; says he likes everybody, and has no 
enemies except a former wife. There is no ataxia, motor or static. No 
tremor of face, tongue, or extremities. No facial asymmetry, no impli- 
cation of the cranial nerves, no pupillary abnormity, and no paresis. 
This patient was afterward pushed to 200 grains of the iodide of potas- 
sium in the day without benefit. 

CasE X VI.—Male, aged forty years. Mother had a slight paralysis, 
nature unknown. Patient had a chancre eighteen or twenty years ago. 
Five years ago he had a slight hemiplegia on the right side, with motor 
aphasia. Before the attack had suffered from evening headaches and 
considerable insomnia, but these disappeared suddenly when the attack 
came on. On coming to my clinic patient displayed right hemiplegia 
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still marked, and slight motor aphasia, with exaggeration of both patel- 
lar reflexes, —y the right; the left pupil sluggish in its reac- 
oe: Bg light. The patient has only improved moderately under the 
iodide. 

Case XVII.—Male, aged forty-one years. Fourteen months agohada 
sudden paralysis of the left arm and leg without facial or speech involve- 
ment or loss of consciousness. Previous to the paralysis, for a period of 
about three months, had suffered from severe headaches associated with 
marked insomnia. The headaches had been so severe for about a month 
before the onset of the paralysis that he had had to remain home from 
business, and they came on generally in the afternoon, lasting into the 
evening, and disappeared immediately on the onset of the paralysis, at 
which time sleep also became normal. Admits having had syphilis 
four years ago, and describes what was probably a keratitis about two 
years ago, and has evidence of iritis. ‘This patient obtained a fair 
amount of improvement only upon large doses of iodide. 

Case XVILI.—Male, aged thirty-six years. Was treated for syphilis 
twenty years ago, and has had since chronic ulceration of the throat 
and muscular rheumatism. Six months before coming to us he again 
had a chancre followed by some sort of a rash over his body and after- 
ward sore-throat and rheumatism. Had obstinate headaches associated 
with insomnia, but the history does not mention the duration of either. 
He recovered perfectly under iodide in large doses. 

Case XIX.—Male, aged thirty-four years. Has severe headaches over 
the left eye that are worse during the afternoon and also occasionally in 
the back of the neck. Insomnia to the extent of obtaining only three to 
four hours’ sleep each night. Headache has been constant and severe 
for three weeks, during all of which time there has been great insomnia. 
He himself recognizes the fact that he is becoming extremely irritable. 
When the headaches are most severe he has diplopia. Had syphilis 
twelve years ago, but presents no evidences and gives no history of sec- 
ondary symptoms. Has three strong, healthy children. His wife has 
had no miscarriages. This patient made a perfect recovery upon the 
iodide of potash within a few weeks. 

CasE XX.—Male, aged twenty-nine years. A first cousin is said to be 
an epileptic, otherwise there is no history of hereditary neurosis. Patient 
himself has been always healthy; had no convulsions in childhood. 
After a trauma, when eight years old, he is stated to have been uncon- 
scious for several days, but recovered perfectly, and has had no symp- 
toms until four years ago, when he had his first fit while in bed, which, 
according to his statement, consisted merely of clonic spasms, without 
loss of consciousness. Since this period has had from one to three fits 
a week—not having one for three or four weeks, generally during the 
daytime, always with loss of consciousness and convulsive movements 
of the grand mal type. He gives a history of severe headaches and 
obstinate insomnia following a chancre, which he contracted five years 
ago. Shortly after this the patient passed into a condition of dementia, 
losing his way, forgetting the names of those about him, and laughing in 
a silly manner without cause. 

Case XXI.—Female, aged twenty-four years. Has had severe pains 
at vertex for several months past, with obstinate insomnia; has had a 
severe sore throat for some length of time, had enlarged glands, and 
has had alopecia. Has lost both of her children, one of hydrocephalus, 
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she does not know the cause of the death of the other, although she 
states that it had “snuffles.” Has had two miscarriages. This patient 
made a perfect recovery in a couple of months upon the iodide of potas- 
sium in large doses. 

Case XXII.—I frankly admit that this case is not conclusive because 
of the fact of the cardiac lesions. At the same time I venture to put 
it in for the value that it may have when considered in conjunction with 
other cases. Female, aged forty-seven years. The 18th of last August 
patient had left hemiplegia with aphasia for three days, although it is 
impossible to obtain a clear history of the exact nature of the speech- 
lesion. Hemiplegia had a sudden onset, but consciousness was not lost, 
The hemiplegia had been preceded by headaches for several months. 
worse in the day than at night, and there was also considerable 
insomnia. The headache and the insomnia have ceased upon the 
supervention of the hemiplegia. Family history is negative. Patient 
has four living children, one of whom has epilepsy, another some form 
of heart disease, a third is said to be very delicate, and the fourth, the 
oldest, is delicate, and has some sort of attacks in which severe head- 
aché is a factor. This patient has a double murmur of the heart. The 
tendon reflexes and the knee-jerk are exaggerated, and some contracture 
of the arm and hand, with slight wasting of the muscles is present. 
The further history of this case is unknown. 

Case X XIII.—Male, aged thirty-nine years. Some two months before 
coming to the clinic was noticed doing and saying queer things, although 
he can give no definite account of what the queer things were. About 
two weeks ago the death of two brothers depressed him greatly, and 
about this time his memory became seriously impaired. He would sit 
muttering to himself, lips tremulous. About a year ago began to have 
very severe headaches, which increased in severity, and the insomnia at 
this time was very great. Would vomit in the mornings; would have 
attacks of dizziness on the street; appetite became very poor, and he 
lost flesh. About six months ago his employer dismissed him, and he 
was no longer able to attend to his business, which was that of a porter, 
apparently taking no interest whatever in his work. About this time 
had delusions of grandeur and of persecution. Said at first he was 
going to sue a firm in Germany, then that he had sued, and recovered 
sixty-nine million dollars ; that his sister-in-law wanted to imprison him 
to get the money. About six months ago was committed to an asylum, 
where the case was diagnosticated as general paresis. Eight days after 
going to the asylum had an apoplectic seizure, resulting in a complete 
left hemiplegia. After this the headache and insomnia ceased entirely. 
Was in bed four months, and was unable to talk so as to be understood 
for three months. Gradually improved until he was able to walk slowly 
with the aid of crutches, still having characteristic gait. He has now 
to a great extent recovered; is intelligent, although his memory fails at 
times. Pupillary reflex normal, left knee-jerk exaggerated, slight ankle 
clonus, fibrillary tremor of tongue, but not of facial muscles. Food has 
a tendency to lodge in the left side of the mouth. Left side slightly 
dry. Has recovered control of the bladder and rectum, which was lost 
after apoplexy. The patient afterward passed away from observation ; 
further results unknown. The patient’s friend states that he had 
syphilis several years ago, and was treated for it by competent physi- 
cians. 
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Case XXIV.—This case is of especial interest, because the history 
was taken many years ago by one of my assistants, long before I had 
thought of the diagnostic points to which I am calling attention in this 
paper; as will be seen, the peculiar headache and insomnia are only 
incidentally mentioned long after the patient had been under treatment. 
Male, aged thirty-seven. Gives a history of a soft chancre twelve years 
ago, and had syphilis when seventeen years of age. Has not been able 
to work for three months, and during the time has had a severe pain, 
particularly in the right side of the head, which is described as con- 
stant, increasing at times. ‘There is anosmia. Parzsthesia of the lower 
extremities, most marked upon the left, slight tremor of the tongue, 
knee-jerk normal, vision normal, urine normal. There are tender 
— over the territory of the right side of the head. Has had what 

e describes as slight spasms in the left leg without loss of consciousness 
except in one attack. All the sensations were normal. This patient 
was put on iodide of potassium, 15 grains, three times a day, on August 
19th. On August 27th, headache is much diminished; August 31st, 
still much improved; pain in the head has very nearly ceased. Sep- 
tember 3d, has still slight pains in the head. October 12th, improve- 
ment continues, although at times there are constant headaches, lasting 
for a day or two. Under this date, for the first time it is mentioned that 
for three days past he has had no sleep in consequence of severe head- 
ache. October 16th it is stated that the headache is still severe and he 
sleeps badly. Patient then passed from under observation, and the 
further history is not known. : 

Cas—E XXV.—Male, aged forty-four years. Twenty-two years ago 
contracted syphilis whilst a sailor, and says that he has secondary erup- 
tions, but was treated locally. He is a gateman on the elevated road, 
selling tickets sometimes. Finds he can give change for ten or twenty 
minutes correctly, when he becomes confused, and is totally unable to 
attend to his business. Has attacks of partial unconsciousness of short 
duration, and in these he sees people, knows where he is, but is unable 
to talk coherently, or speak a single sentence. He had three epileptic 
attacks of the grand mal type some years ago, in which he lost con- 
sciousness, bit his tongue, etc. Had local epileptic convulsions up to 
six years ago. This patient gives a history several years ago, the exact 
time not being stated, of severe headaches, with marked insomnia. He 
passed into a condition of dementia, but has made a fairly good recovery 
with large doses of iodide and mercurial inunctions, and has for several 
months past been attending to his business correctly. 

Case XX VI.—Female, aged twenty-seven years. There is a history 
of maternal migraine, but otherwise the family history is negative. 
Patient has been married eight years; has two children, one six and 
one two years old. When the youngest child was six months old, the 
mother began to have attacks of twitching in the left side of the face 
at the angle of the mouth, followed by convulsions, in which she fell to 
the floor, with general convulsive movements. On coming out from 
these she was stupid and passed into deep sleep. The attacks were 
always the same. She has headaches over the top and brow, at 
times severe, which are much worse at night, and often cause complete 
insomnia. Never had any headache until after the aforesaid child was 
born, and this child is said to have had an eruption on its lips and 
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under the nose, with “snuffles,” whilst its eyes have been in a state“of 
chronic inflammation, and it has vertebral caries, for which it is wearing 
a plaster jacket. There has been one miscarriage since, but she has 
also had one healthy child born. As this patient is seven months ad- 
vanced in pregnancy, and has only recently cume to my clinic, it is 
impossible to speak of the result. 

Cas—E XX VII.—Male, aged twenty-six years. Comes to the clinic 
for the relief of headaches and a great sense of fatigue. His headaches 
are continuous and worse at night, and until recently were associated 
with obstinate insomnia. Has overcome the insomnia by treatment, but 
is dependent for sleep upon drugs. Has an interstitial keratitis that is 
apparently syphilitic, and admits having had syphilis three years ago, 
but does not know of any secondary symptoms whatever. Was under 
treatment for it about two months. Had trouble with his eyes exactly 
similar to present condition two weeks after he contracted syphilis. 
This patient is still under treatment, but has markedly improved in 
about three weeks, although it is as yet too early to positively speak of 
the result. 


In tabulating these cases I have arranged them under the headings 
of pseudo general paresis, hemiplegia, basilar meningitis, mania, hallu- 
cinations, cephalalgia, intra-cranial syphilis, paralysis of the left arm 
and leg. This may at first sight seem to be a rather indefinite classifi- 
cation, but when it is borne in mind that the lesions of intra-cranial 
syphilis affect every portion of the brain and its meninges, and cause 
such varying symptoms, it will be seen that no other method of classifi- ° 
cation is feasible except that of selecting prominent symptoms. By 
pseudo general paresis I mean that malady to which Morel-Lavallée 
and Béliéres have recently called attention in their most excellent and 
important monograph,’ to which the name was given a number of years 
ago by Fournier, and which the former gentlemen have shown conclu- 
sively not always to consist of the lesions of a true general paralysis 
(although this may sometimes be the case), but: generally to have as a 
pathological cause focal lesion of the cortex or subcortical substance, 
or syphilomata setting up cortico-meningeal adhesions and alterations. 
By the term basilar meningitis I have intended to designate those con- 
ditions which autopsies have again and again demonstrated to be due 
to a gummatous infiltration of the membranes at the base. The other 
terms explain themselves. 

Of these 27 cases the average age was thirty-five and two-ninths 
years, the maximum being fifty-two years and the minimum being 
twenty-four years. In 13 there was complete recovery, that is in 4614 
per cent.; in 4 there was partial recovery (15 per cent.) ; in 5 the results 
of treatment were unknown, because the patient passed away from 


1 Syphilis and Paralysie Générale. Paris, 1889. 
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observation, and in 1 the patient is still under treatment. The males 


were 20 in number and the females 7. 


Type of disease. 


Pseudo general paresis. 
Mania. 

Hemiplegia. 

Pseudo general paresis. 
Basilar meningitis. 


Neoplasm Gasserian ganglion. 


Hallucinations. 

Basilar meningitis. 
Double hemiplegia. 
Hemiplegia. 
Cephalalgia. 
Intra-cranial syphilis. 
Hemiplegia. 
Intra-cranial syphilis. 
Pseudo-general paresis. 
Hemiplegia. 

Paralysis of arm and leg. 


| Cephalalgia. 


Cephalalgia. 


| Pseudo general paresis. 
| Cephalalgia. 
| Hemiplegia. 
| Pseudo general paresis. 


Result of treatment. 


Recovery. 


No improvement. 
Recovery. 


Partial recovery. 
Unknown. 
Recovery. 
Partial recovery. 
Unknown. 
Recovery. 


Unknown. 

Recovery. 

No improvement. 

Partial recovery. 
“ “ 


| Recovery. 


No improvement. 
Recovery. 
Unknown. 

No improvement. 


Unknown. 

Recovery. 

Still under treatment. 


Basilar meningitis. 
Pseudo general paresis. 
| Epilepsy. 


| Cephalalgia. 


I therefore maintain that in many cases of syphilis, constituting a 
majority of those which have come under my observation, there have 
been symptoms of a cephalalgia that is quasi-periodical, occurring 
mostly at night, though occasionally in the afternoon or morning, with 
marked insomnia, and that when any paralytic or convulsory symptoms 
supervene, this headache and insomnia suddenly disappear. From 
these facts I would assert that the occurrence of cephalalgia and in- 
somnia with these characteristics is diagnostic of intra-cranial syphilis. 
I would furthermore affirm that the occurrence of hemiplegia in an 
individual under middle age, with or without this insomnia and cephal- 
algia, should render us extremely suspicious of syphilitic causation. 
This insomnia and cephalalgia generally belong to the early stage of 
intra-cranial syphilis, although they are to be found in addition in 
the primary, secondary, or tertiary stage of the general syphilitic in- 
fection. 

I have never been able to make a post-mortem examination in any 
case in which the cephalalgia and insomnia were the only symptoms, 
and I cannot, therefore, state anything positive as to the exact patho- 
logical lesions which cause these two symptoms. It is reasonable, how- 
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ever, I think, to assume that they are due to the well-known gummatous 
infiltration of the meninges, because the pathological alterations of the 
cerebral and cerebellar substances alone do not usually give rise to pain 
except when they are the site of neoplasms, and not always then, and also 
because this is true of the different forms of endocarditis. Another fact 
that is perhaps confirmatory of this theory is that I have never yet 
seen a case with the symptoms alone of the peculiar headaches and 
insomnia that did not yield promptly to vigorous anti-syphilitic treat- 
ment. 

I am perfectly well aware that the pathognomonic symptom in medi- 
cine has gone out of fashion, as time has shown that every one of these 
so-called signs has proven to belong to more than one disease. Neverthe- 
less, I think it is true that pathognomonic groups of symptoms have held 
their own in a large degree, as in typhoid, pneumonia, locomotor ataxia, 
general paresis, etc. I would, therefore, invite the careful attention of 
the profession to this group which I have just detailed, simply saying 
that I have never seen it in a case that was undoubtedly non-syphilitic 
except in one single case of acute bulbar paralysis. I cannot, there- 
fore, resist the conviction that it is of great significance. 


6 East Forty-Nintu Street, New York. 


OBSERVATIONS UPON THE ANATOMY AND SURGERY OF 
THE URETER. 


By A. T. Capot, A.M., M.D., 


OF BOSTON, 


THE observations which follow are the result of some investigations 
upon the anatomy of the ureter, made with reference to its surgical 
accessibility in different parts of its course. They were undertaken 
with the especial object of determining how best to reach and remove 
stones impacted in the ureter. 

In the remarks which follow the writer takes it for granted that, if 
possible, it is always best to use an extra-peritoneal incision for the 
‘removal of a stone. The ureter is so thin-walled, especially when dilated 
by the retained pus and urine behind a stone, that if it is opened within 
the abdomen the closure of it by sutures must always be a doubtful and 
hazardous undertaking. 

If animal sutures are used, the danger that they will be too soon ab- 
sorbed is great, while silk sutures introduce the possibility of secondary 
stone-formation. 
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The writer has been able to find but one instance of a ureter sutured 
within the abdominal cavity (Cullingworth),’ and in that case, although 
it was reported that there was no yielding of the wound in the ureter 
discoverable at the autopsy, still, as the patient died on the fourth day, 
it was rather too soon to say whether the sutures were going to hold 
or not. 

The ureter, leaving the pelvis of the kidney by a funnel-shaped open- 
ing, runs downward on the anterior surface of the psoas muscle, crosses 
the common iliac artery and vein at the entrance of the pelvis, and then 
running in the recto-vesical fold of the peritoneum converges toward the 
opposite ureter, and enters the posterior wall of the bladder. Here in 
the male it crosses the vas deferens. The opening through the wall of 
the bladder is more or less of a valvular one, as the ureter, after pene- 
trating the muscular coat, runs for some half to three-quarters of an 
inch between the muscular and mucous coats before it actually opens 
into the bladder. The opening into the bladder is somewhat smaller 
than the rest of the canal. 

In the female the ureters pass around the neck of the uterus, which 
explains the reason that an increase in the size of the uterus causes a 
mechanical impediment often to the passage of the urine. As the ureters 
approach the pelvis in the lower part of their course through the abdo- 
men, the left ureter lies close to the spine, and in the angle between the 
body of the vertebra and the psoas muscle. On the right the ureter is 
somewhat further separated from the spinal column by the interposition 
of the vena cava inferior. The vein and ureter lie in close apposition. 

While this description’ serves as a fairly reliable guide to the ureter 
in most parts of its course, still in a surgical search for the canal deep in 
the tissues—particularly if the subject be a fat one—it is extremely hard 
to find the lax tube, and to recognize it in its collapsed condition. There- 
fore anything which enables the surgeon to locate the ureter any more 
exactly may be of great aid in his search. There is a relation of the 
ureter to the peritoneum which I cannot find mentioned in any descrip- 
tion of its anatomy, a knowledge of which will greatly simplify this 
search. This is the fact that the ureter is adherent to the peritoneum,’ 
and always separates with the peritoneum as it is stripped up from the 
parts behind. The reason of this adhesion of the ureter to the perito- 
neum I sought by making microscopical sections across a ureter separated 
with its peritoneum and hardened in alcohol. A study of these sections 
showed that the ureter was bound to the under surface of the peritoneum 
by fibrous bands, which explains this intimate connection of the ureter 
with the membrane over it. 


' Trans. London Pathological Society. 2 Taken from Hyrtl. 
* Twynam alludes to this adhesion of ureter to peritoneum. 
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Further, an examination of a number of subjects leads me to believe 
that the relation of the ureter to that part of the peritoneum which be- 
comes adherent to the spine is within a slight range of variation pretty 
constant, the ureter lying just outside the line of adhesion. So that if 
the surgeon has stripped up the peritoneum, and come down to that 
point where it refuses to strip readily from the spinal column, he will 
find the ureter upon the stripped up peritoneum at a short distance out- 
side of this point. On the left side the distance from the adherent point 
to the ureter is from one-half an inch to an inch, while on the right 
side it is somewhat greater, owing to the ureter being displaced to the 
outside by the interposition of the vena cava between it and the spine. 

After the ureter dips down into the pelvis it is less easily located, 
because it does not bear any fixed relation with a bony landmark, but 
fortunately in the cases in which a stone is sought in it, we have a hard 
body that is readily palpable to guide us to it. 

To reach the ureter in the upper part of its course, suis no better 
incision can be chosen than that planned by Israel. 

He draws a line from a point on the anterior edge of the sacro-lumbar 
mass of muscles, a finger’s breadth below the twelfth rib, parallel to the 
rib as far as its tip; then turning down toward the middle of Poupart’s 
ligament till the line of usual incision for tying the iliac artery is reached ; 
then again turning toward the middle line, and ending on the external 
border of the rectus muscle. According to the seat of the calculus, the 
incision will be made on the posterior, middle, or anterior third of this 
line. 

This incision gives us access to the ureter in the abdominal part of its 
course, and in the upper part of the pelvis. Ina very thin subject with 
lax abdominal walls, or in a child,’ it might even be possible to reach it 
down to within an inch or two of its entrance into the bladder; but even 
if reached, it would be difficult to operate upon it at such a depth. 

Practically, in adults the lower three or four inches of the ureter can- 
not be reached from in front by an extra-peritoneal incision. 

Unfortunately, it is just in this lower part of the ureter that stones 
are likely to lodge. As the ureter is narrower just where it enters the 
bladder, the stone is often arrested there, and may remain fixed for a 
long time. 

The plan suggested hitherto for the removal of stones impacted close 
to the entrance into the bladder has been to approach them through the 
bladder, by a supra-pubic incision in the male, and by dilatation of the 
urethra in the female. 

If the stone is already a well into the vesical cavity, or has 


1 Twynam removed a stone from the ureter about two inches from the bladder in a 
child, by an incision as for tying the iliac eal 
VOL. 103, No. 1.—JANUARY, 1892. 
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actually passed through the muscular coat and is lying under the mucous 
membrane, it may be removed easily and successfully through the blad- 
der, and this would certainly be the method of choice. When, however, 
the stone has not reached the bladder cavity, and an incision of the 
bladder-wall is therefore necessary to uncover it, this operation is a dan- 
gerous one, as urinary infiltration about the base of the bladder is likely 
to follow it. It would be better then to reach the stone in the vesical 

end of the ureter by an incision from the outside, which would open a 

way for the escape of any urine that was afterward extravasated. 

As has been said, this part of the ureter cannot be reached from above, 
and it is necessary, therefore, to seek some approach to it from below. 
It occurred to me that a modification of the incision employed by Kraske 
for excision of the rectum would afford the desired access to this lower 
portion of the ureter, and dissections have confirmed me in this belief. 

I find that an incision along the border of the sacrum, on the side 
upon which it is wished to reach the ureter, stopping just below the 
point of the coccyx, with a division of the sacro-iliac ligaments and the 
removal of the coceyx and the lower part of that side of the sacrum, lays 
open the pelvic cavity in a most satisfactory way, and gives easy access 
to the lower three or four inches of the ureter. The only difficulty in 
this dissection is in finding the ureter, which in its collapsed state can- 
not be easily made out. 

The converging lines which the ureters pursue enna the pelvis lie 
pretty closely over the lateral edges of the sacrum, and this relation will 
help somewhat in fixing their location when approaching them from 
behind. The peritoneum is very thin, and there is considerable danger 
of wounding it during a protracted search. Of course, with a stone in 
the ureter to guide us, this difficulty would largely disappear. 

The danger of wounding the rectum may be avoided by introducing 
into it a large sound, with which its cavity may be mapped out, and 
which can be used afterward to draw it to one side. 

For a stone impacted in the male this would seem a very ready and 
safe incision for reaching this portion of the ureter. The space afforded 
is ample for a careful inspection of the parts, and the opening, being 
t dependent, affords good drainage. 

In the female we have even readier access to this part of the ureter 
through the vagina. The ureter for the last two, or even in some cases ‘ 
three, inches of its course runs in the broad ligament in close relation to" 
the upper part of the vault of the vagina, where it can be reached and 
incised without danger of opening the peritoneum. 

That so much of the lower end of the ureter lies within the broad 
ligament, and is accessible from the vagina, does not seem to be generally 
understood. 

Emmet describes a case in which the stone projected into the bladder 
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enough to give a click when the steel sound passed over it, and in which 
he cut down upon it from the vagina. He says: “Assoon as I reached 
the stone, I enlarged the opening forward, toward the neck of the 
bladder, this being the only safe direction to avoid entering the peritoneal 
cavity. 

From my dissections it would seem that, even had the stone lain an 
inch, or an inch and a half, higher up in the ureter, it might still have 
been reached from the vagina without danger of wounding the peri- 
toneum. 

The incision for reaching a stone lying above the vault of the vagina 
should be outward and backward, in order to keep it within the layers 
of the broad ligament. After the vaginal wall is divided, the finger 
pushes up readily into the broad ligament, and the tissues can be pressed 
aside until the stone is reached. 

If then the incision is made through the ureter on its under side, the 
danger of injuring the peritoneum must be slight. In case it happened 
that a stone was so lodged in the ureter of a female as to be out of reach 
from the vagina, and yet not high enough to be accessible from above, 
the incision over the sacrum might be required for its removal. 

That the removal of a stone above the vault of the vagina is feasible 
by vaginal incision, the following case will show : 


The patient was a rather stout woman of thirty-nine years of age, and 
was seen first by me May 15, 1890. She had for fifteen or sixteen 
years been subject to attacks of renal colic, always on the left side, and 
almost always followed by the passage of stones. 

The last severe attack was in December, 1888, but since that time she 
had had a number of slight attacks during which she had passed twenty 
or more small stones. The attack in which I saw her began five or six 
weeks before my visit, and had continued ever since, with pain of vary- 
ing intensity. 

The urine was at times much diminished in quantity, and for several 
days before I saw her had been very scanty (from four to six ounces a 
day). It had, during this time, been loaded with urates. On the day 
that I saw her it had become more abundant and less thick. 

The patient had a good appearance, with moist tongue, quiet and 
steady pulse, and normal temperature. She was perspiring rather 
freely. 

The pain in the region of the left kidney, and running down toward 
the bladder, was intermittent and spasmodic in character. 

In the left lumbar region was a distinct tumor about as large as two 
fists, which was sensitive to pressure. There was also a point of ten- 
derness deep in the left side of the pelvix. By vaginal examination, a 
little hard mass was found in the left broad ligament close to the cervix 
uteri. This felt about as large as the last joint of the forefinger, and it 
was very sensitive to pressure. The palpation of it during the exami- 
nation started a spasmodic pain in the left side that had a bearing- 
down or expulsive character. 

A sound introduced into the bladder could be carried to within about 
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three-quarters of an inch of this little, hard mass, but could not be 
brought in contact with it by the most careful bimanual manipulation. 

On July 1st, I saw her again, and the calculus could be felt in 
exactly the same place where it had been detected by the examination 
in May. 

On ‘hey 4th the patient was etherized for operation. An incision 
was made over the calculus through the vault of the vagina just to the 
left of the cervix uteri. The calculus was easily reached, the grating of 
the knife upon it being distinctly felt during the first incision. 

After the end which presented had been thoroughly uncovered, it was 
found that the rest of the calculus was so tightly grasped by the tissues 
above that it could not be easily extracted. In fact, the presenting end 
broke to pieces under the grasp of the forceps with which extraction was 
being attempted. After trying many manipulations in vain, a blunt 
hook was passed up alongside of the calculus into the ureter behind, 
then turned and hooked over the upper end, and traction with this, 
aided with the finger pressing the tissues aside, finally accomplished the 
removal of the stone. 

The moment it came out there was arush of pus from above. This 
pus was of ordinary thickness, apparently not much thinned by urine. 
Probably from ten to twelve ounces escaped. A rubber tube was intro- 
duced into the ureter through the opening made. After the pus had 
fully escaped, the tumor in the abdomen was found to have disappeared. 
The patient made a good recovery, and the urine, which was very scanty 
just after the operation, gradually increased in quantity until it became 
sufficiently abundant. Drainage through the fistula was kept up for 
some time, and finally, when the drainage-tube was removed, there 
seemed to be no tendency for the opening to close, there being a constant, 
moderate discharge of pus through it. She recovered strength slowly, 
as is usual in those cases where the kidneys are seriously involved. She 
left the hospital on the 25th of July. She continued to gain strength 
after getting home, and finally was able to be about as usual, doing her 
ordinary work. 

This patient was last heard from in November, 1890, and at that time 
there was still an opening in the vagina, discharging a small amount of 
pus. No urine ever came through the fistula, showing that the long 
distention of the kidney during the complete stoppage of the ureter 
had sufficiently destroyed the cortex to stop excretion. If at any time 
the escape of pus into the vagina becomes a serious annoyance, it can"be 
stopped by the removal of what remains of the kidney. 

The stone that was removed weighed one hundred and ninety grains. 
It was elongated, and evidently made up of two stones which had become 
attached together, as there were two nuclei, one at each end of it. 


I have endeavored in this brief communication to point out the ways 
in which the ureter can be safely cut down upon in different parts of its 
course for the purpose of removing calculi impacted in it; and my dis- 
sections have led me to think that by a properly selected operation a 
stone can be removed from any part of this canal by an extra-peritoneal 
incision. 

In order now to select the proper incision for each case, it is neces- 
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sary to be able to locate the stone exactly, and this is often a matter of 
great difficulty. 

A rectal or vaginal examination will ordinarily reach a stone of any 
size impacted in the lower end of the ureter, but throughout the rest of 
its course this canal lies so deeply that palpation of it is very unsatis- 
factory. 

_ Occasionally, the position of the stone may be suspected if in the 

presence of symptoms pointing to an obstruction of the ureter there is 
a constant spot of great tenderness somewhere in the course of the 
canal. The writer in one instance cut down over such a painful spot 
in the loin, and successfully removed a stone. 

When indications do not, however, point with sufficient directness to 
one spot, more exact information must be sought, and within the past 
eighteen months two operators,' seeking a solution of this question, have 
made use of an opening into the abdomen, and palpation of the ureter 
through that opening with brilliant results. 

In both of these cases the stones, though small, were readily felt through 
the abdominal incision; and after an opening had been made in the 
lumbar region, the hand in the abdomen greatly aided in the removal 
of the caleulus—in one case by steadying it and guiding the instru- 
ments to it, and in the other case by actually lifting the calculus out of 
the pelvis to a point where it could be easily reached above the crest of 
the ilium. 

This last case suggests that it might be possible by manipulations 
through an abdominal incision to work a calculus back along the ureter 
from deep in the pelvis to a point where it could be reached from the 
loin, and thus to avoid the necessity of the more severe sacral wound. 

It may also occasionally happen that a friable calculus can be crum- 
bled between the fingers without injury to the ureter, and thus reduced 
to sand, which will pass along the canal into the bladder. 

Whether it would ever be wise to employ a needle to break up a cal- 
culus in the ureter, as Mr. Thornton has done with calculi in the biliary 
ducts, seems to me very doubtful. The urine is a thin fluid as compared 
with the bile, and there would, therefore, be more danger of its escaping 
even through the minute punctures of a needle. 

Lastly, in regard to the proper treatment of the ureter after the 
removal of the calculus. 

Mr. Arbuthnot Lane closed the wound in the ureter by a continuous 
silk suture, and had no leakage from it; Mr. Twynam also sutured the 
urethral wound, but had considerable leakage from it, and the silk gave 
rise to some suppuration. 


1 Hall: New York Medical Record, October 18, 1890. Arbuthnot Lane: Lancet, 
November 8, 1890. 
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In the cases reported by Dr. Ralfe and Mr. Godlee, and by the writer, 
in which longitudinal incisions were made into the ureter, the slight 
leakage of urine and the rapid healing of the wounds would seem to 
show that suturing the wound was an unnecessary prolonging of the 
operation. 

Furthermore, owing to the thin wall of the ureter, it must be a matter 
of great difficulty to prevent the stitches from entering the calibre of 
the tube, and if they do so, they are likely to serve as nuclei for fresh 
stones. 

It would seem, therefore, best not to suture the canal, but to provide 
adequate drainage for the urine escaping from it until the wound in its 
wall closes. 

In the female the lowermost part of the ureter is in intimate relation 
with the vaginal wall, and it is possible here to get sufficient thickness 
for the easy application of sutures without encroaching on the cavity of 
the tube. Emmet thus closed the wound in his case with fortunate 
result. 

In 1889 M. Le Dentu, in his large work,' wrote: “The portion of the 
canal between the entrance and the floor of the pelvis must, for the 
present, be regarded as inaccessible.” * 

I trust that the considerations that I have offered will show that this 
is no longer the case. 


The following appendix gives a brief account of the important surgical 
features of all of the more recent cases that the author has been able to 
find in which calculi have been removed from the ureter. Their almost 
uniform success, while suggesting the possibility that the less favorable 
cases have not yet found their way into print, shows, at least, that much 
may be accomplished in this branch of surgery. 

Dr. T. A. Emmet has met with three cases’ in which a stone was 
impacted in the lower end of the ureter. In two of these cases he oper- 
ated: once by opening the bladder, and then with a curette removing 
the stone from the mouth of the ureter. In the other case he always 
felt the click of the stone on the sound in the same place. Suspecting 
that the stone was in the ureter, he made slight backward pressure with 
a large sound in the bladder, and was then able to feel it with his finger 
in either the vagina or rectum. 

With the patient on the side he operated by an incision through the 
vaginal wall, while an assistant kept the parts prominent by pressing 
backward and upward with a sound in the bladder. The stone was 


1 Affections Chirurgicales des Reins, des Uretéres, et des Capsules Surrenales. 

2 “La portion du conduit intermédiaire au détroit supérieur, et au plancher du bassin 
doit seule jusqu’A nouvel ordre étre considéré comme inaccessible.” 

3 Principlesand Practice of Gynecology, 1884, page 796. 
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removed without having entered the bladder or peritoneal cavity. The 
weight of this stone was 98 grains. 

Dr. Cullingworth reported a case’ in which there were calculi in both 
ureters. 

The patient was a woman of thirty years. The symptoms referring 
to the kidneys (attacks of pain in back and sides) dated back ten 
months. 

When seen she had fever, pain in loins, frequent micturition. The 
urine contained much pus. 

Examination showed a smooth, lobulated tumor in the right side of 
abdomen. Per vaginam, there was detected a mass of stony hardness, 
about the size of a walnut, to the right of the uterus, and a smaller and 
equally hard lump to the left. 

The diagnosis made was pyonephrosis, with probably independent 
disease of the ovaries. 

An abdominal incision was made, and a stone was found impacted in 
the right ureter, with great distention of the ureter and pelvis of the 
kidney above. 

This was removed by an incision directly into the ureter, and much 
pus and urine escaped through the abdominal cavity. The stone weighed 
270 grains. The edges of the incision in the ureter were brought 
together by means of five interrupted sutures of fine carbolized silk. 
Drainage of the abdomen was provided by a glass tube. 

The patient lived four days, the urine varying in amount from 154 
to 243 ounces in the twenty-four hours. 

At the autopsy the abdomen contained about 5 fluidounces of thin, 
dirty fluid. Both kidaeys were enlarged, and contained abscesses. The 
stitches in the ureter had not given way, and there was no evidence of 
leakage. 

It was found that the hard mass felt to the left of the uterus was 
another calculus in the left ureter, which, though longer than the stone 
taken from the right side, did not block the passage so completely. 

It seems possible from this account that, had the hard masses felt 
through the vagina been recognized as stones in the ureters, they might 
have been removed by incision through the vault of the vagina, without 
entering the abdominal cavity. 

Dr. J. M. Richmond reports the case* of a woman of forty-two years, 
in whom he detected a stone in the bladder end of the ureter covered 
only by mucous membrane. 

He dilated the urethra and dislodged it with the finger and a tenacu- 
lum. 


1 Transactions of the London Pathological Society, vol. xxxvi. p. 278. 
2 Transactions of the Medical Association of Missouri, St. Louis, 1888. 
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Dr. Ralfe and Mr. Godlee.’ Case of a woman aged twenty-six, who 
was attacked with nephritic colic on both sides during the same day. 
The pain in the right side passed off quickly, but on the left side it per- 
sisted. 

She was seen eight days later, and at that time had had suppression 
for fifty-three hours. 

The left kidney was exposed by lumbar opening and incised, but no 
stone found in it. Exploration with the finger detected a stone about 
two inches below the kidney. The ureter was drawn up, opened longi- 
tudinally, and the stone removed. 

There was an immediate relief of symptoms, and large quantities of 
urine passed by the wound. 

During convalescence from this operation there were several slight 
attacks of right renal colic, so atter the wound was healed, the right 
kidney was exposed and incised, but only a little mass of gravel was 
found in it, and no stone in the ureter down to the point where it crossed 
the iliac vessels. Subsequently there were several slight attacks of pain, 
and some gravel, and a small stone was passed per urethram. The patient 
made a good recovery. 

Twynam.’ This was the case of a boy aged eight, well grown. He 
suffered from pain in the bowels and hematuria. This was intermittent. 
The symptoms seemed to point to the left kidney as the seat of trouble. 

Langenbuch’s incision was made on the left side. Nothing was found 
in that kidney, but a small, hard calculus was detected in the right 
ureter just below the brim of the pelvis. Nothing further was done at 
the time, and with the exception of one long and serious convulsion, the 
child made a good recovery. 

At the end of three weeks the stone was removed through an extra- 
peritoneal incision in the right hypogastrium. There was difficulty in 
reaching the stone, but with the aid of an assistant pressing it up, the 
ureter was incised over it, and it was removed. 

The wound in the ureter was sutured with silk, the ends of which 
were brought out through a drainage-tube. The closure, however, was 
not complete, and the dressings were soaked with urine. 

-On the fifth day the urine ceased to come through the wound. The 
silk kept up some suppuration for a time, but after this was removed 
the wound quickly closed. , 

Cabot.’ This was a case of calculus impacted about two inches below 
the kidney in a man aged forty. The stone had been fixed in that posi- 


1 Transactions of Clinical Society, London, February 22, 1889. 
2 Ibid., 1890, xxiii. 
5 Boston Medical and Surgical Journal, September 11, 1890. 
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tion for a week, and had caused extreme suffering, with considerable 
diminution in the amount of urine. 

He was seen and operated upon April 22, 1890. The ureter was 
exposed by an incision along the edge of the quadratus lumborum mus- 
cle. A little stone was felt in it about two inches below the kidney at 
a point where excessive tenderness had existed during the whole of the 
attack. It was drawn forward into the wound, and removed by a little 
longitudinal incision in the ureter. No sutures were applied. There 
was slight leakage of urine through the wound up to the tenth day, but 
after that time it ceased. The tube was removed three weeks after the 
operation, and the patient rapidly recovered ; the operation being fol- 
lowed by complete relief. 

Hall reports the case of a woman of thirty-six years who had been 
troubled with paroxysmal attacks of abdominal pain of obscure origin 
for five years. Suspecting a calculus in the kidney or ureter, Dr. Hall 
opened the abdomen, and found the pelvis of the kidney and upper 
part of the ureter dilated, with a calculus impacted below in the ureter. 

The patient was turned on the side, and an opening was made into the 
kidney through a lumbar incision. The left hand in the abdomen 
assisted in directing the efforts toward the dislodgment of the stone. 

Recovery was complete, the wounds being closed on the twenty-first 
day. 

Lane’ records the case of a woman twenty-three years of age, who had 
been troubled intermittently with attacks of pain in tho abdomen since 
she was three years old. 

Shortly before coming under observation she had had more frequent and 
violent attacks than ever before, coming on two or three times a week. 

After each attack the urine contained an excess of pus. 

The left kidney was explored by a lumbar incision, and the pelvis 
was found much dilated; but nothing could be found to explain this 
beyond a fold across the top of the ureter, which prevented the finger 
from entering it. 

With the finger in the lumbar wound, and afterward in the rectum 
and vagina, the ureter was examined, except for a short distance in the 
middle of its course, where it could not be reached from either direc- 
tion. Nothing could be felt. 

The patient recovered well, but the pain, which was at first relieved, 
soon returned. 

In July, 1890, having recruited her strength, she returned for another 
operation. 

The abdomen was opened along the left linea semilunaris, and a stone 


1 New York Medical Record, October 18, 1890. 
2 London Lancet, November 8, 1890. 


54 ETHERIDGE, MEDICAL GYNECOLOGY. 


was easily felt in that middle part of the ureter that had not been ex- 
plored in the previous operation. With the hand in the abdomen, the 
stone was pressed upward to the crest of the ilium, and through a small 
incision in the side the ureter was exposed and the stone removed. 

The opening in the ureter was closed with a fine continuous silk 
suture, and the wound quickly closed without any urine leakage. 
Cabot.' This case is reported in the body of the paper. 


MEDICAL GYNECOLOGY. 


By James H. ErHeripGe, M.D., 
PROFESSOR OF GYNECOLOGY IN THE RUSH MEDICAL COLLEGE ; PROFESSOR OF GYNECOLOGY IN THE CHICAGO 
POLYCLINIC ; ATTENDING GYNECOLOGIST TO THE PRESBYTERIAN HOSPITAL. 


THE tendency of to-day is toward specialties in medicine. The spe- 
cialist is too much inclined to become confined to his branch of study and 
to ignore the human system as a whole, unless he has been well grounded 
in general practice of several years’ duration. 

The most successful specialist is he who is a good general practitioner, 
| from whose practice has grown his special work. The best all-around 


gynecologist is he who has been and is a good general practitioner. It 
can be safely laid down as a postulate, that the gynecologist who is in- 
capable of weighing in the balance carefully the necessity for increasing 
— or restraining the organic functions of secretion and excretion with their 
{ infinite permutations and combinations incident to disorder and health, 
| is one who will do a great many things that ought not to be done, and 
q will leave undone many things which ought to be done, for the best 
| interests of the patient. 

| The design of this paper is to enumerate some of the things that can 
} at least interest the gynecologist. How well they will be enumerated 
remains to be seen. The writer can say, that a careful regard for them 
added to gynecological treatment has made the practice of gynecology 
| comparatively an easy matter, and that he has seen almost numberless 
illustrations of failures to treat patients successfully by ignoring the 
proper use of much needed medicines. No attempt whatever will be 
made to exhaust this topic. The barest epitome is all that can be 
expected. It is desired to deal with the symptoms and conditions con- 
tinually seen in gynecological patients—symptoms and conditions which 
are perhaps not of gynecological origin, but which are almost inseparable 
from such patients. The writer is perfectly aware that it is is incon- 
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gruous to present a paper that is not devoted to the consideration of 
some purely gynecological topic, but he expects to be excused from 
stepping aside from gynecology somewhat because it is well nigh impos- 
sible to draw the therapeutic line rigidly between this specialty and 
general medicine in the vast majority of gynecological patients. 

The writer has been in doubt as to a suitable title for this paper. 
By the one used is meant that part of the subject which deals with 
internal medicine in addition to purely gynecological work. 

The most natural order of consideration of topics for medical gyne- 
cology is the topographical one, passing from above downward, which 
begins with the brain and spinal cord. It is perhaps. proper to state 
that very many symptoms herein to be considered are by no means 
purely and exclusively gynecological ; they are the symptoms found 
very commonly in gynecological patients, very many of them doubtless 
being reflexes from functional derangements arising possibly from the 
original gynecological malady. To illustrate, we find time and again 
frontal cephalalgia to be a reflex from gastric dyspepsia produced by a 
constipation that results from the physical quietude enforced by an acute 
metritis. No one will contend that the metritis produces that form of 
cephalalgia directly, yet without the metritis the intervening links in the 
pathological chain would not have existed and the headache would not 
have tormented the patient. 

Tue Neryous System.—The commonest symptoms that the gyne- 
cologist meets in the nervous systems of his patients, are nervousness, 
headaches, and backaches. It will be seen that no mention is here 
made of the many and highly refined neuroses, as no attempt is made 
to present anything at all of an extensive treatise on the topic. The 
foregoing symptoms mentioned herein will comprise all that this article 
desires to include. 

Concerning nervousness, it must be said that, if it be regarded as 
arising from an imperfect capillary circulation in some part of the ner- 
vous centres, notably in the spinal cord, and that it is very often asso- 
ciated with deficient excretion from the skin, kidneys, or bowels, and 
with defective cardiac action, we shall be able to treat the great majority 
of cases satisfactorily. A sudorific will make many nervous patients 
less nervous. A diuretic properly selected is often of the greatest advan- 
tage. That protean monster, constipation, can derange more lives with 
nervousness than any other one pathological condition that can be 
named. Its treatment will be considered later on. The share in pro- 
ducing this symptom attributable to a weak heart is much greater than 
is generally accorded to it. A weak heart means lessened arterial 
pressure, over-distended capillaries and turgid veins, a vascular condi- 
tion found with astonishing frequency in the brains and cords of nervous 
women. ‘Therapeutic agents will abundantly confirm this fact. Stro- 
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phanthus, digitalis, strychnine, and heat all tend to stimulate such hearts. 
No better remedy can be suggested than the protracted sponging of the 
spine with water as hot as can be borne, in cases of nervousness asso- 
ciated with insomnia. Heat thus applied reflexly empties the crowded 
vascular areas in the cerebral and spinal centres and increases the car- 
diac tonicity, for hours at a stretch. Alcohol at bedtime for a few nights 
can be used to great advantage because it produces an improved circu- 
latory condition, brings needed sleep which in turn strengthens every 
function, and again rebuilds the strength of the heart-centre in the 
medulla, thus securing the removal of the cardiac debility. 

Cold water, drunk in quantities in the evening, will dissolve and flush 
out blood impurities, which, producing cerebral irritation by their fric- 
tional contact in their passage through the capillaries, thus causing 
insomnia and nervousness, now find their way out of the body through 
the kidneys. 

In considering headaches, organic cerebral or cranial perversions will 
not be included, functional headaches only will be taken up. Where 
we have one cephalalgia dependent on organic cerebral conditions we 
have hundreds that are functional or reflex, consequently the latter only 
will fall within the scope of this paper. 

It is a wonderful aid to consider the region of the head that aches. 
Accordingly we find occipital headaches, coronal headaches, temporal 
headaches, frontal headaches, and general headaches. In the majority 
of these varieties, it will be found that cause and effect are so simply 
manifested that their investigation and treatment often bring the greatest 
satisfaction. Many patients have only one variety of cephalalgia, a few 
have two varieties, and occasionally a patient will be found who has 
three distinct and separate varieties, each one as easily recognizable as 
a floating kidney and a prolapsed ovary can be detected in the same 
patient. 

Without going into tedious detail, it will be well to state, somewhat 
dogmatically, perhaps, the causes of the varieties of headache, knowing 
that each practitioner’s knowledge of therapeutics will furnish the neces- 
sary remedy. The enumeration of these causes is suggestive rather 
than exhaustive. 

With occipital headaches we may always question the heart, kidneys, 
and bowels. A weak heart will permit venous congestion at the base of 
the brain, which can produce a persistent sickening pain in that region. 
A patient, a victim of this form of suffering for years, aggravated at 
times to an extent beyond endurance so that the nearest physician was 
often called in to etherize her for relief, once called my attention to her 
blue finger-nails and blue lips when under the influence of phenacetin 
given for her suffering. Recognizing the presence of the well-known 
effect of this drug in producing cardiac depression, digitalis was pre- 
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scribed with the surprising effect of at once relieving her headache. 
Ever since then the same drug has been administered in similar 
attacks always with complete relief. For years she has been told that 
her retroverted uterus with its deep cervical laceration caused her cephal- 
algia. Many cases similar to hers have been treated with cardiac tonics 
with as marked relief. 

Renal insufficiency is often accompanied by occipital suffering. This 
condition will be considered later on. The possibility of its presence 
necessitates an extended analysis of the urine. When found, it calls for 
a stimulating diuretic. 

Bowel derangement, as costiveness, constipation, loaded colon, chronic 
diarrhcea, or intestinal dyspepsia, is perhaps the commonest cause of 
occipital headaches. When found, often dependent on a gynecological 
disorder, the gynecologist must treat a simple medical case with common 
remedies, or he will fail to relieve his patient. To suggest remedies for 
costiveness and constipation to practising physicians sounds very ele- 
mentary, but the fact that said physicians are very often defeated in 
relieving this condition permanently, perhaps warrants a few words here- 
upon. Where a sufficiency of well-recognized rectal or anal irritation 
exists to produce an unusual amount of sphincteric activity, daily laxa- 
tives can be administered fruitlessly for a century. It is surprising to see 
how almost uniformly a failure to cure a constipation with the patient 
administration of daily laxatives is associated with such an irritation. 
It is needless to insist that its removal is a sine qua non to the successful 
treatment by remedies. Cascara sagrada administered daily for six to 
twelve months will relieve a large percentage of cases of constipation. 
It is accompanied by fewer drawbacks in its prolonged use than any 
other remedy that can be mentioned. Patients with plethoric habit are 
very satisfactorily treated with a morning dose of the salines. One of 
the most eligible preparations is the granular effervescing Hunyadi salt, 
followed by a glass of hot water, taken upon arising in the morning. 
The compound glycyrrhiza powder and the compound piperine pill are 
also excellent remedies. Massage and electricity occasionally answer 
but they are too often inapplicable. 

One point to be borne in mind is, that the prolonged daily use of a 
laxative remedy is the surest to bring desired results. 

The loaded colon exists much oftener than is supposed. One would 
naturally think that it would be found in constipated people only, and not 
in those who have daily bowel movements. Observation shows that it 
exists very often in people who have daily bowel movements, as well as 
in those who are constipated. A colon that contains feces in large 
quantities impacted in its loculi, can produce reflex symptoms in the 
nervous system all the way from nervous irritability up to insanity. 
Loculi thus embarrassed with impacted feces, for months at a time, can 
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take on a condition of irritability and ultimate reflex possibilities that 
lead to astonishing diagnosis. 

A patient recently came under observation, who had been under gyne- 
cological treatment for the past five years. She passed the menopause 
four years before. She had been treated without relief for uterine mal- 
position, for metritis, for ovaritis, for salpingitis, and for how many other 
inflammations no one knows. She suffered from more or less constant 
pain from her right iliac region to the right shoulder. Starting from the 
pelvis the pain had been regarded as surely gynecological. Examina- 
tion revealed the fact that the ascending and transverse portions of the 
colon were greatly impacted with feces. The utmost tenderness was 
elicited upon bimanual palpation, so that a thorough examination was 
very difficult. Examination of the pelvis was entirely negative beyond 
an abundant leucorrheea. The experienced gynecologist would not have 
made the mistake of calling this patient a gynecological patient. This 
case is entirely in the line of the argument in favor of medical gynecology 
and the thorough examination demanded to determine what is best for 
patients. Suffice it to say, that the unloading of the colon was imme- 
diately followed by the relief from the symptoms complained of. The 
patient had daily bowel movements, and always had had, and it was dif- 
ficult to convince her that it was not womb trouble that she had until 
she saw the enormous quantities of black, ancient, and offensive feces, 
that she had been so carefully carrying around. The abundant leucor- 
rheea entirely disappeared within a month after unloading the colon. 
I do not know how to account for its presence, except upon the hypoth- 
esis that the uterine and vaginal mucous membranes were attempting, 
vicariously, to play the part of bowel in active excretory efforts. De- 
tecting a loaded colon is a very easy matter, excepting in very obese 
patients. With the fingers of one hand placed in the hypochondric 
region, and the fingers of the other hand pressed deeply in the loins, 
between the floating ribs and the ilium, one can push the loaded colon 
forward toward the anterior abdominal wall, where it can be at once 
detected. Daily bowel movements in such patients can be easily ac- 
counted for by the fact that such movements pass down through the 
accumulation of feces impacted in the loculi. The best means to relieve 
a loaded bowel are colonic flushings administered with the patient in 
the genu-pectoral position. The patient placed thus with the shoulders 
much lower than the nates, can be made to receive anywhere from two 
to six pints of water. The water should always be as hot as can be 
borne. If it is used tepid or cool, it may cause the most violent tormina. 
Used hot it almost never produces it. After the colon has been filled 
the bowels should be thoroughly kneaded until, by pressure, the loculi 
are distended, when their contents will drop out into the volume of 
water. Asa rule, it is safe to advise daily colonic flushings until no 
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more dark-colored feces come away. I have seen the worst-looking and 
most offensive discharges pass away on the twelfth or fifteenth day of 
the daily use of flushings that I have ever encountered. After yellow 
feces are daily produced the flushings can be given twice a week. 
After administering them at least a month, strychnine in some form 
should be given in as large doses as can be borne. The improve- 
ment of patients with colonic flushings is immediate. We do not have 
to wait for a month or even a week to see this improvement. Two 
symptoms, without abdominal examination, are always suggestive of a 
possible colonic impaction, and when present they always lead to exami- 
nation; and they are the presence of chloasmic spots, and the voiding, 
habitually, of very dark or black feces. No attempt at an explanation 
of the reason for the appearance of chloasmic spots in such patients is 
made beyond the suggestion that they may arise from the efforts of 
the skin to excrete fecal material absorbed by the bowel from its im- 
pactions. Why patients with loaded colons should pass black or very 
dark feces I cannot explain. The clinical fact is all that is offered. 

No reference is here made to the extremely common form of occipital 
headache arising from a lacerated perineum. In such lacerations the 
veins of the pelvis become distended because of their loss of support in 
the torn pelvic fascia, thus permitting enormous quantities of venous 
- blood to accumulate in the pelvis. In this way within the pelvis is pro- 
duced reflexly, through the intricate mechanism of the spinal cord and 
medulla, the often found occipital headache. I do not speak particu- 
larly of this form of headache, for the reason that it is a well-known 
gynecological symptom. 

Chronic diarrhcea is best treated by antiseptic measures, the diarrhoea 
resulting in most cases from fermentations. Accordingly corrosive sub- 
limate, salol, or salicin will relieve the majority of cases of chronic 
diarrhoea. 

Intestinal indigestion must be met and relieved by remedies before 
gynecological patients afflicted therewith can be relieved. Fermenta- 
tion is found at the basis of this disorder, and with this pathological idea 
in view, the anti-fermentative remedies will suggest themselves. 

The next form of headaches to which attention is directed is the 
coronal variety. There are two kinds of this disorder ; those caused by 
the condition of the stomach and those arising from the condition of 
the pelvic organs. Accordingly, when we have a distinctively coronal 
headache, the treatment of the stomach and the pelvis should at once be 
considered. It will be found that the stomach produces this form of 
headache a great many more times than the pelvic disorder. 

The temporal headache can be produced by almost any organ upon 
the side of the body where the cephalalgia exists. The throat and nasal 
canal produce this form of headache; also, the teeth and ear, but most 
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frequently the eye. Outside of this we can go occasionally to the organs 
of the body below the head for the cause. 

Frontal headaches arise from the stomach, from eye-strain, from coryza, 
and from gravedo. When we have determined which of these produces 
the headache, its cure can be easily suggested. 

General headaches depend commonly upon general causes. In this 
way we oftentimes find rheumatic headaches, gouty headaches, neuralgic 
headaches, and syphilitic headaches. 

The rheumatic headache is easily distinguished by exacerbation upon 
the falling of the barometer. 

The gouty headaches are recognized by the accompaniment of uric 
acid in great quantities. 

The neuralgic headache is indicated by the presence of hyperesthesia. 

The distinguishing characteristic of syphilitic headache is its nocturnal 
visitation. When we have determined the cause of the general head- 
ache, the remedies necessary to cure it will: be easily forthcoming. It 
is well to add in passing that we will oftentimes be astonished at the 
improvement, under the diathetic treatment, of other symptoms com- 
plained of by the patient, which symptoms we had, perhaps, been led to 
believe were of gynecological origin. 

The next symptom offered by the nervous system to which attention 
is directed is the backache. Nearly all gynecological patients complain - 
of backache, but the merest tyro soon learns that there are backaches 
and backaches. A great many backaches exist which are not gyneco- 
logical, and it is very desirable to distinguish them, and treat them 
successfully. We will be aided greatly in the study of backaches if we 
take them up regionally. We will thus find that we have the dorsal 
backache, the lumbar backache, and the sacral backache. It may be 
said, in a general way, that all backaches are produced by organs ana- 
tomically, not topographically, in front of the seat of the pain. Bearing 
this fact in mind enables us to unravel a backache that has resisted all 
former treatment. 

The dorsal backache, in the great majority of cases, has the stomach 
or liver for its cause. The particular variety of stomach trouble most 
commonly found as a cause of this form of backache is the fermentative 
dyspepsia, which invariably produces, sooner or later, dilated stomach. 
The physica] symptoms of dilatation of this organ are well known. In 
organic diseases of the stomach, as gastric ulcer or malignant disease, 
the symptoms need scarcely any consideration here. The form of trouble 
met with in the liver which produces this form of backache is conges- 
tion. With the knowlege of these two causes before us, the treatment 
of dorsal backache becomes, in the majority of instances, a very easy 
matter. On the same plane with the dorsal region are the pleura, 
lungs, the insertions of the diaphragm, the spleen, and the pancreas. 
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But it is so seldom that diseases of these organs demand our attention 
that they will not be considered here. 

Lumbar backaches, in the majority of instances, depend upon the 
bowels and the kidneys. Where a protracted constipation exists, its 
removal will almost always cure this form of rachialgia. It is only 
occasionally that it is necessary to consider the kidneys as a cause of 
lumbar backache. Now and then we will meet with a more or less per- 
sistent pain at the juncture of the lumbar and sacral regions, which is 
uniformly attributable to malposition of the uterus. 

The sacral backaches almost always find their cause in the pelvic 
organs, and for their relief we will have to consider the uterus, tubes, 
and ovaries. Oftentimes the rectum will have to be taken into con- 
sideration. The persistent gnawing pain at the extreme lower end of 
the sacrum is usually explained by disorders of the anus. No reference’ 
is here made to coccygodynia. 

The backaches found in cases of neurasthenia may be considered as a 
disorder, to a greater or less extent, of the central nervous system. 
There is a form of backache that is invariably muscular, which depends 
upon the rheumatic or gouty poison for its cause. Its exacerbations in 
changes of the weather indicate its origin. Anti-lithic and anti-rheu- 
matic remedies and plasters will relieve it. 

Tae Resprratory SysteM.—The next general division of the human 
system is the respiratory organs. The first things that attract our. 
attention are the nasal tract and the pharynx. I think that it may be 
laid down as a general fact that chronic rhinitis and chronic pharyn- 
gitis are caused reflexly by imperfect alimentary excretion. I fail yet 
to find a man or woman, the victim of chronic rhinitis, who has not had. 
in the past intestinal disorder. This fact is mentioned simply for the 
purpose of calling attention to the possible reflex relations existing be- 
tween these points. We want no better evidence of this relation than. 
the fact that brisk purgation relieves acute attacks of congestion of the 
nose and throat. Consequently, it is easy for us to conclude that the 
patient with gynecological trouble sufficient to demand treatment ought, 
as a victim of chronic pharyngitis or rhinitis caused by constipation, to. 
receive medical attention before we can hope to cure her. 

Passing on further down the respiratory tract, we find that patients 
suffering from pulmonary troubles, in the way of repeated attacks of 
bronchitis, pneumonia, or pleurisy, are the subjects of diathetic tendency 
sufficiently strong to most urgently demand attention medically. Patients 
inclined to bronchitis challenge our attention to the gouty and rheu- 
matic diathesia. 

“ Winter coughs,” so often seen in gynecological patients are more 
often relieved by lithium, potassium, and the alkaline diuretics than by 
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any other class of remedies. Renal insufficiency is surprisingly often 
connected with them. 

Tue CrrcuLatory SysteM.—Passing on to another division of the 
human system, we come to the circulatory apparatus. It is needless to 
advert to the fact that the integrity of the human heart is greatly 
impaired by prolonged lying in bed. The weakness of a weak heart 
is of the greatest possible consequence—demanding iron, digitalis, nux 
vomica, and other tonics for the anemia which we encounter, and 
which aggravates all the nervous symptoms. Very many times we know 
that patients, sick enough to receive special treatment, will have many 
of the alleged reflex symptoms from the pelvic organs relieved by 
hematic remedies. The condition of the cold extremities indicates a 
weak heart. The anemic condition often indicates excremental poison- 
ing. It is scarcely necessary to mention the value of iron, digitalis, 
strychnine, quinine, and the hypophosphites in patients with weak 
hearts. 

Tue Digestive System.—The next division of the human body 
to which our attention is directed is the alimentary tract. This leads 
us to take into consideration gastric, intestinal, and hepatic disorders. 
The well-known tendency of our patients, subjected to inactivity, is to 
take on hepatic disorders, or perhaps disorders of the portal circulation. 
It is needless to mention that a certain amount of daily exercise is neces- 
sary to human beings to preserve the integrity of their digestive organs. 
The common links of the chain of disorders in these patients are con- 
stipation—the filling up of the portal circulation with excretive matter 
—and the perversion of the secretions and excretions of the intestines, 
which mean gastric and intestinal dyspepsia. It is a well-known fact 
that the liver secretes from two to five pints of bile every twenty-four 
hours. We all know that in a condition of health there is never passed 
off from the bowel any such quantity. This large quantity of hepatic 
secretions is reabsorbed, resecreted, and reéxcreted, passing around 
through the portal circulation no one knows how many times. In all 
cases of constipation there are absorbed certain amounts of excrement, 
and we thus have quantities of filth continually circulating through the 
liver, which must lead to functional disorder. This disorder manifests 
itself in the imperfect functioning of the stomach and intestines. We 
have thus the beginning of dyspepsia. Nature indicates to us in many 
cases a relief for this condition in permitting these patients to have an 
occasional diarrhea. Consequently, we will find that the beginning of 
all treatment for the cure of the majority of alimentary disorders, in 
gynecological patients, should be the daily laxative. 

I suppose it is a fact beyond dispute that the majority of cases of 
dyspepsia present the phenomenon of fermentation. Where stomachs 
are dilated much, indicating impaired propulsion, gas is eructated and 
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acidity presents itself. The best initial treatment is gastric lavation. 
I know of nothing so simple as the washing out of the human stomach. 
It is only now and then that we meet a patient who cannot tolerate it. 
Such a patient will permit the passage of the tube into the stomach a 
couple of hours after having taken a dose of bromide. I am in the 
habit of teaching the most delicate and sensitive patients to wash out 
their own stomachs. They do it very easily and simply, and all that is 
necessary is to have some one pour the water into the tube for them. 
Some patients are so terrified at the use of the stomach-tube that they 
threaten to never consent to its use. When they get over the dread of 
its use, after a few times they insist upon introducing the tube themselves. 
Such patients will have no difficulty in performing gastric lavation upon 
themselves. I have some patients who have kept up the use, once or 
twice a week, for months consecutively, after experiencing the limitless 
advantage which it procures. It is best to use the water as hot as it can 
be borne. At first oftentimes it will be impossible to syphon out the 
stomach, because of the large quantities of mucus which will block up 
the tube. All that can be done is to fill the stomach with hot water 
until vomiting occurs, or to remove the tube to provoke vomiting by 
titillation of the fauces. Occasionally it will be found necessary to use 
some prompt emetic, as a teaspoonful each of mustard and of salt in a 
glass of hot water. In very many cases the first washings will bring 
away an astonishing mass of mucus. In such instances it is best to wash 
out the stomach daily, until it seems comparatively free from mucus. 
Afterward the lavations can be used twice a week. It is best to use 
them in the morning when the stomach is empty. In cases of acid 
dyspepsia we can use the bicarbonate of soda, one drachm to the quart. 
In putrid dyspepsia the best remedy is the permanganate of potassium. 
When there are vegetable parasites phenic acid is a suitable remedy. 
Boric acid is an excellent disinfectant. Tincture of myrrh can be used 
in the atonic dyspepsia. After the daily lavation fails to bring away 
any evidences of stomach fermentation, it is well to keep up its use once 
or twice a week for several weeks, during which time the use of anti- 
fermentative remedies, as salol, salicylate of bismuth, corrosive subli- 
mate, or sulphocarbolate of zinc, together with artificial digestants, as 
pepsine, lacto-pepsine, papoid, and especially ingluvin, will hold out the 
best promise of permanent cure. 

Time will not permit me here to speak of the use of electricity applied 
through the gastric electrode to the stomach-wall, the application of 
which has the effect of contracting the stomach, just as the scrotum can 
be contracted, thus relieving the condition of impaired propulsion. 

One of the most common of gynecological patients that we meet with, 
is the vast class presenting constipation, dyspepsia, and anemia. In 
these patients the use of the daily laxative, with pepsin or its congeners 
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and the bitter tonics, will be found of the greatest possible advantage. 
It may be laid down as a simple clinical fact that patients who pass 
dark feces are patients who need daily laxatives. Patients who have 
now and then a diarrhea for a day or two are always in need of a 
daily laxative. Patients who possess chloasmic spots are patients who 
are generally the victims of fecal anzmia the result of fecal impac- 
tion, and are always benefited by colonic flushings and the daily laxa- 
tive. It is wise to persist in the use of daily flushings until the dark 
feces give way to the yellow-colored feces. It is well to bear in mind 
that patients taking iron or bismuth will void dark feces; but when 
the feces are habitually dark, it is always best to resort to the flushings 
and the daily laxative. 

Tue Rena SystemM.—The next division of the human organism is 
the renal system. Two things in disorders of the kidneys are worthy 
of the attention of the gynecologist. One is the presence of a super- 
abundance of lithic, now commonly called uric, acid. The persistent 
presence of too much uric acid in the system leads to grave functional 
disorders of the nervous system, joints, and the mucous membranes. 
Lithemic patients, predisposed to gastric disorders, very easily take on 
gastro-duodenitis in all its phases, from simple gastric disorder to the 
most intractable gastric irritation, constituting the most persistent dys- 
pepsia we have to deal with. The presence of gastro-duodenitis is most 
easily indicated by pressure toward the body of the vertebre at the 
junction of the middle and lowest third of the space, in a straight line 
between the umbilicus and the ensiform cartilage. If this pressure pro- 
duces pain and nausea, the presence of gastro-duodenitis is inferred. 
The tendency of litheemic patients to neuralgia is well known. We find 
more cases of renal colic in this disorder than in any other urinary 
trouble. The citrate of potassium in as large doses as the stomach will 
bear produces very satisfactory results. Many patients can take as 
much as a drachm four times a day. It is best administeréd in some 
carbonated preparation, as the effervescing Vichy salts. The better, but 
more costly, remedy is the granular effervescing salts of lithium. It is 
less obnoxious to the stomach, and will dissolve a larger percentage of 
uric acid, than citrate of potassium. It increases the amount of urine. 
It does not possess the depressing effects on the heart, of the citrate of 
potassium. It is always advantageous to administer at the same time 
small doses of mercury daily for some days or weeks. The triturate 
tablets, containing ;y grain of calomel, are an eligible preparation of 
mercury. 

Another form of renal disorder, and perhaps the less appreciated in 
its importance, is renal insufficiency, about which much has been written 
in the past five or six years. The average human adult passes anywhere 
from five to eleven hundred grains of urinary solids every twenty-four 


ETHERIDGE, MEDICAL GYNECOLOGY. 65 


hours. Patients who pass habitually a greatly diminished quantity of 
urinary solids daily, say, for example, 30 to 50 per cent., are patients 
who are suffering from veritable uremic poisoning. It is simply aston- 
ishing to see how common renal insufficiency is in most gynecological 
cases. When patients are passing only about 400 grains of urinary 
solids a day we will find them presenting various degrees of nervous 
irritability. When the amount is lessened, say to about 300 grains per 
day, we find this nervous irritability manifested in various urgent ways. 
When the solids are diminished still further, say to 200 grains per day, 
we find the invasion of the nervous system so grave as to demand our 
most solicitous attention. And with the amount still further diminished, 
say to 100 grains per day, we will find our patients dangerously near to 
the verge of uremic convulsions or coma, the condition which we often 
find in the last stages of gestation. 

I never consider a gynecological patient thoroughly examined unless 
I estimate the amount of urinary solids that she voids daily. I think 
the determining of the possible presence of renal insufficiency is often- 
times of more importance than that of metritis or of menstrual derange- 
ment, for the simple reason that many pelvic derangements run back in 
this causation, or at least in their perpetuation, to renal insufficiency. 

It is a very easy matter to calculate the amount of solids passed daily. 
The simplest formula is to multiply the last two figures of the specific 
gravity of the voided urine by the number of ounces of urine passed in 
twenty-four hours and that product by 15. We can thus calculate the 
number of grains of urinary solids passed in twenty-four hours. Women 
will weigh anywhere from 90 to 180 pounds, and they will pass from 
500 to 1100 grains of urinary solids per day. A woman falling below 
20 per cent. of what she ought to pass of urinary solids may be said to 
be suffering from renal insufficiency. In gynecological work the 
patients suffering from renal insufficiency are wonderfully benefited by 
the stimulating diuretics. I have learned to connect, in many cases, 
amenorrhea in girls and young women with renal insufficiency. I have 
seen cases in which the use of stimulating diuretics were the only 
remedies used to relieve this form of amenorrhea. One patient may 
serve as an illustration of this class) An unmarried woman of twenty, 
who had menstruated five times the previous year, presented the con- 
dition of renal insufficiency, with a diminished amount of about 50 per 
cent. of urinary solids. She suffered also from impacted colon. Colonic 
flushings were repeated several times, and the stimulating diuretic in 
the course of thirty days increased her urinary solids to 1300 grains. 
She ought to have passed 900 grains normally; she was passing only 
428 when I first saw her. The diuretic was continued for a period of 
three months. She menstruated regularly for the next nine months, 
when the renal insufficiency supervened again and the lapsed menstrua- 
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tion again came on. For the last three years she has been able to watch 
the condition of the kidneys, and when she has increased the amount of 
urinary solids her menses have appeared with great regularity. 

It is a well-known fact that the kidneys, ovaries, and tubes spring 

from the same source embryologically. It is also a well-known fact 
that patients who suffer from organic disease of the kidneys suffer from 
irregular menstruation. The article on the relation between the kidney 
and menstruation is yet to be written. The remedies best suited to the 
treatment of this disorder are few, comparatively. The foremost remedy 
that I know of is the old-fashioned combination of digitalis and acetate 
of potassium. The salts of lithia are also extremely useful. 
In the foregoing examination of subjects for the consideration of 
gynecologists, one can but be impressed with the paucity of suggestions. 
I have been impelled to the consideration of this subject by the fact that 
so little attention is paid to the subject of general medical treatment of 
this class of patients. It is a lamentable fact that so many young phy- 
sicians, upon graduating, are too much inclined to drift into specialties ; 
and the gynecologist who is unable to get outside of the pelvis in the 
consideration of the disorders of women is greatly to be pitied. 
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A MANUAL OF OPERATIVE SuRGERY. By FREDERICK TREVES, F.R.CS8., 
Surgeon to and Lecturer on Anatomy at the London Hospital. Two octavo 
volumes containing 1550 pages, with 422 engravings. Cloth, $9; leather, 
$11. Philadelphia: Lea Brothers & Co., 1891. 


Mr. Treves has produced a book which will assuredly add to his 
well-established reputation, and cannot fail to be of great assistance to 
operating surgeons. It is written entirely from the standpoint of the 
operator, but little space being given to historical detail or to the 
varying indications in particular cases for or against operative inter- 
ference. Statistical matter, which is now undergoing such rapid changes, 
has been largely omitted. ‘The measures which appear to the author to 
be the best having been selected, such methods as are especially advo- 
cated by individual surgeons, or which have been largely or exclusively 
employed by them, have been described so far as possible in the language 
of these surgeons themselves. 

The author remarks in the preface that the majority of the descriptions 
are founded upon personal experience in the operating-theatre and upon 
repeated operations upon the dead, and a careful perusal of the book 
shows that this statement is amply justified. 

The first part, on the General Faesiates or Elements of Operative 
Surgery, is an excellent example'of the evident care with which the 
book has been written. Attention is called at the start to the fact that 
no operation is without risk, and that it is the duty of the surgeon to 
estimate the proportion between the danger incurred by the operation, 
on the one hand, and by the disease if left untreated, on the other. 

His remarks apply to all those operations for the removal of trifling 
blemishes, real or imaginary, in regard to which surgeons are so fre- 
quently consulted, especially by young women. The writer has known 
of one instance in which the operation for removal of a small exostosis 
of the lower end of the femur, after having been declined by two sur- 
geons—the growth having produced absolutely no symptoms — was 
undertaken by a third with a fatal result. Mr. Treves mentions a 
similar case in which the operation for removal of such an exostosis led 
to suppuration of the knee and final ankylosis of the joint. There are 
also local risks in these operations de complaisance which are taken into 
consideration. 

In endeavoring to estimate the risks involved by operation so far as 
the patient is concerned, Mr. Treves considers the following factors: 1. 
Age. 2. Sex. 3. Strength. 4. Obesity and plethora. 5. Alcoholism. 
6. Serofula and tuberculosis. 7. Other constitutional conditions. He 
believes that the results of all operations are more powerfully influenced 
by disease of the kidneys than by corresponding disease of any other 


organ. 
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The preparation of the patient is described with great care, and a 
chapter is devoted to what might have been called the “ Preparation 6f 
the Operator.” This occupies only a few pages, but is admirable in the 
sound common sense of its teachings, and in the terse, concise, almost 
epigrammatic language in which they are conveyed: “A shakiness of 
the hand may be some bar to an operation, but he of a shaky mind is 
hopeless.” “In the handling of a sharp instrument in connection with 
the human body a confusion of the intellect is worse than chorea.” Mr. 
Treves insists that as the full use of the larger muscles as developed by 
vigorous athletic exercise adds distinctly to the steadiness of the hand, “an 
operator should be most careful of his general muscular development.” 

The operating-room, the instruments, and all the details of making a 
wound, of the arrest of bleeding, and of closing and draining the wound, 
meet with the fullest attention. 

The circumstances in which drainage is necessary and those in which 
it may be dispensed with are described in a number of concise para- 
graphs, as are also those relating to the local conditions which influence 
primary healing. The dressing which Mr. Treves prefers consists of 
sponges dusted with iodoform and held in place by absorbent wool and 
a bandage applied so as to make firm pressure upon the wound. 

He also uses Tillman’s dressing-linen, which he considers admirable 
on account of its softness, compressibility, and power of absorption, and 
of the quality of not sticking to the wound. He advises that, whenever 
possible, the wounded part should be kept in the open air. This applies 
particularly to operations upon the lower limbs, as he believes that the 
atmosphere under bed-clothes, which is hot, moist, and frequently foul, 
is, on antiseptic principles, the worst possible for the wound if it acci- 
dentally gains access to it. It is proper to add that the writer has seen 
a series of cases in Mr. Treves’s wards in the London Hospital treated 
by his methods in which the results certainly justified his confidence in 
them, union by first intention being the almost invariable rule. 

In the section on the Ligature of Arteries, to which about 100 pages 
are devoted, it is apparent in every sentence that the teaching is the 
result of long experience, and that the descriptions have been done at 
the side of the body. The surgical anatomy is, as might have been 
expected, exceedingly good. The diagrams are well chosen, and the 
descriptions are concise and clear. Particular attention has been paid 
to the attitude of the operator, the side of the patient’s body upon which 
he should stand, etc., and the after-treatment is given in more detail 
than in most articles upon this subject. The operation for ligation of 
the lingual artery affords an excellent example of the care and attention 
to minutiz which characterize all this part of the work. We note as 
of peculiar value the direction to pass a small blunt hook around the 
digastric tendon where it is nearest to the hyoid bone and to have it 
drawn forward and toward the surface by an assistant. This obviously 
simplifies the whole operation, which is usually one of the bugbears of 
students in the operating-room and not infrequently of the surgeon 
himself. A single trial of this method is convincing of the fact that 
the area of operation is thus brought into better view and increased in 
extent, the parts well fixed, and the hyoglossus muscle easily recognized 
and attacked. 

Ligature of the common iliac artery is recommended by the intra- 
peritoneal method through a median abdominal incision, after the plan 
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which has been already employed by several operators in securing the 
internal iliac. The great objection that some few years ago would have 
been urged against the procedure—namely, the risk of acute peritonitis 
—may now be almost disregarded. 

In the chapter on Nerves we note that in the removal of Meckel’s 
ganglion Mr. Treves employs a chisel and mallet to cut away the ante- 
rior wall of the antrum, believing that, as compared with the trephine, 
the chisel is the more convenient and precise instrument and inflicts a 
less degree of injury upon the surrounding tissues. The operation of 
Mr. Rose for removal of the Gasserian ganglion is fully described, 
together with two cases in which that operation has been performed. 
As the latter of the two was not published until February, 1891, it af- 
fords evidence of the care with which the book has been brought to date. 

The section on Amputations begins with a concise history of the opera- 
tion of amputation, which is followed by a long account of the treat- 
ment of the stump. As the success of any amputation is to be meas- 
ured, not by the rapidity or proficiency with which the operation is per- 
formed, but rather the mortality attending the procedure and by the 
qualities of the resulting stump, it is evident that the importance of this 
subject has not been over-estimated by Mr. Treves. The future of the 
stump after each amputation also receives careful] consideration, and the 
section which treats of it is among the most useful portions of the book. 
The subjects of the position of the scar, the securing of a good blood-sup- 

ly, the providing of a reliable and permanent covering for the bone, the 
east sacrifice of healthy tissues, etc., are all considered preliminary to the 
description of special methods, as are also general points, such as hand- 
ling the knife, the temporary and permanent arrest of hemorrhage, etc. 
The plan which has been followed by the author includes a description 
of all the best methods of each amputation, followed by indications for 
choice among them. He is opposed to transfixion at all times. 

Among special amputations the section devoted to the amputation of 
fingers, with the surgical anatomy thereof, that of amputation of the 
metacarpus, and those on amputation of the toes and foot may be spe- 
cially mentioned, although the descriptions are all so excellently done 
that there is but little room for choice. In the forearm the circular 
method is recommended for the lower third of the limb and that by 
equal antero-posterior flaps for the upper two-thirds. At the elbow- 
joint the operation by anterior ellipse (Farabeuf) is very properly pre- 
ferred, provided, of course, that the tissues upon the flexor side of the 
limb are sound. In amputation of the arm the general surgical rule 
that the least possible amount of the limb should always be removed in 
all amputations is especially emphasized. Even the short stump left 
after the bone is sawn through at the surgical neck is better than that 
remaining after disarticulation at the shoulder-joint. 

The osteoplastic resection of the foot is thought to be still on trial, the 
author believing that its supporters probably lay too much stress on the 
importance of preserving every possible scrap of the foot. In the lower 
third of the leg the large posterior flap is to be preferred, and at the 
middle of the leg a similar flap made by one of two different methods is 
recommended. 

The section on Diseases of the Bones and Joints includes all the most 
important excisions, those involving the superior maxilla being very 
fully treated, while the descriptions of the various methods for removal 
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of naso-pharyngeal polyp are especially noticeable. A chapter on Ten- 
otomy, which is possibly fuller, and certainly clearer, than that in any 
other text-book of operative surgery, concludes the first volume. 

Volume II. begins with a section on Plastic Surgery, and includes 
various operations for hare-lip, rhinoplasty, cleft-palate, hypospadius 
and epispadius, etc. In hare-lip the usual operation, as performed in this 
country, is reeommended—the paring of the edges of the cleft with a 
knife and the formation of an angle with its apex outward at the lower 
extremity of the wound being advised. The approximation, however, 
is effected by means of silkworm-gut sutures, ior pins being objected 
to for fear of sloughing of the part of the wer lying beneath the 
figure-of-8 ligature and of permanent cicatrices from the pins. 

In exstrophy of the bladder, Thiersch’s method, by two lateral flaps, 
is the one preferred, as it is thought to be more in accord with the prin- 
ciples of modern —_ surgery than the method of Wood. Maury’s 
yews by which the flap is taken from the scrotum, is described with 
the remark that the tissues of the scrotum have been shown to be not 
well adapted for the substance of the principal or primary flap. Tren- 
delenburg’s operation of narrowing the defective area by approximating 
the two innominate bones by separation of the sacro-iliac synchondroses 
is fully described, but its value is thought to be still undetermined. 

In the section on the Neck, which contains an admirable description 
of the dangers and difficulties of tracheotomy, thyrotomy, and laryngec- 
tomy, especial attention has been paid to the details of the operation for 
excision of scrofulous glands. ‘The writings of Mr. Treves, and of his 
brother, Mr. William Knight Treves, of Margate, upon this subject are 
now well known, but we believe that this is the first time that a formal 
description of this operation has been included in a systematic text-book. 

The section upon the Abdomen is especially full and complete, and 
the intestinal operations are described with the thoroughness and clear- 
ness that might be expected from one who has given the subject the 
study and attention which it has received from Mr. Treves. The various 
forms of intestinal anastomosis and intestinal suture are described with 
great minuteness. Among the latter the right-angle continuous suture 
is thought to be the best of that variety, while among the interrupted 
sutures Lembert’s is said to have stood the test of time and to be, on the 
whole, the best form of suture with which we are acquainted, on account 
of its extreme simplicity, the rapidity with which each stitch can be 
inserted, and its undoubted efficacy. 

In hysterectomy Mr. Treves adheres to his well-known position as to 
ligation of the ovarian and uterine arteries, believing that this can be 
done with certainty in the great majority of cases. 

We observe that in describing Loreta’s operation Mr. Treves suggests 
that in cases of recent stricture of the pylorus due to the swallowing of 
caustics, the operation should be postponed until the symptoms of ulcera- 
tion of the stomach have passed away, and that the stomach should then 
be opened and a temporary gastric fistula established through which the 
stricture might be gradually dilated. 

After a description of the best-known methods for the radical cure of 
hernia, Mr. Treves adds that it would be impossible at present to attempt 
to form any conclusion as to the value of one method as compared with 
another merely from the statistics of the various operations which have 
from time to time been published. It is acknowledged that the term 
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“radical cure” is possibly a little too ambitious, and it has had to be 

inted out by every operator that the methods employed are not infalli- 

le. Still, every year that passes gives to these measures a better claim 
to the title with which they have been associated from their beginning. 

In the article on Supra-pubic Lithotomy, Mr. Treves says that the 

ractice observed by some of not distending the rectal bag until the 
bladder has been reached has much to commend it. Experiments upon 
the cadaver seem to show, however, that the best results are obtained, so 
far as the projection forward of the bladder is concerned, when the 
rectum is distended first and the bladder afterward. 

He alludes to the objections to litholapaxy in male children, namely, 
the smallness of the bladder, the delicate character of the mucous mem- 
brane, the narrowness of the urethra, and the great success of lithotomy ; 
but adds that Keegan has demonstrated their fallacy, and has made it 
evident that litholapaxy offers an excellent means of treating stone in 
children. He agrees, however, with the opinion expressed by 1 on 
that no one should attempt to perform litholapaxy in boys until he has 
first gained some experience of the operation in male adults. 

Mr. Treves’s method of treating prolapse of the rectum by excision ; 
the operation which is known by his name for reaching the bodies of 
the lumbar vertebra; his plan of treating psoas abscess, which he irri- 

tes, sponges out carefully, dries, and closes without drainage, are all 

escribed with great fulness; but the limits of this review forbid other 
than passing notice. As to operations upon the spine, he remarks that 
as to traumatism, the case operated on by Macewen in 1885 marks a 
new era, and that since then a large number of successful cases have 
been reported. He refers also to the high percentage of improvement 
which has followed operations in Pott’s paralysis. In his description of 
the operation of resection of the spine, he states that he has followed 
closely the method advocated by White. 
. The book concludes with an excellent chapter on Removal of the 

reast. 

When compared with other books written on parallel lines, we think 
it safe to say that this is at once the most comprehensive, and, at the 
same time, the most clear and concise manual of operative surgery which 
has been written in modern times. We have compared it carefully with 
all the best known works of a similar character, and we have found that 
for precision and fulness of anatomical detail, for careful description of 
each successive step of the operation, for attention to all the collateral 
issues involved, particularly the after-treatment of the operative wound 
and of the patient, for judicial weighing of the advantages and disad- 
vantages of each operative method, and for good judgment in the selec- 
tion of the one finally recommended as the best, it is, in our opinion, to 
be preferred to any previous work on this subject. 

he candor shown in this book, which is one of Mr. Treves’s charac- 
teristics in all his work, is also to be noted and commended. When he 
has not himself done an operation he says so, and gives the grounds, what- 
ever they may be, for the opinion which he has expressed in reference to 
it. In many directions, as the book shows, he has had a most extensive 
personal experience to draw upon, and on some subjects, as, for example, 
that of intestinal obstruction, his opinions may fairly be said to rank with 
those of the first surgical authorities in Europe. We can well believe 
that this work has am, as he states in the preface, all his leisure time 
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for the last four years; but we can congratulate him on having produced 
a book which is a distinct addition to the surgical literature of our time, 
which will prove to be indispensable to every practical surgeon, and for 
which we predict a hearty and widespread approval on the part of the 
profession. J. W. W. 


A MANUAL OF HyPoDERMATIC MEDICATION: THE TREATMENT OF DISEASE 
BY THE HYPODERMATIC OR SUBCUTANEOUS METHOD. By ROBERTS BAR- 
THOLOW, A.M., M.D., LL.D., Emeritus Professor of Materia Medica, 
General Therapeutics, and Hygiene in the Jefferson Medical College of 
Philadelphia, etc. Fifth edition, revised and enlarged. Philadelphia: 
J. B. Lippincott Company, 1891. 


THE fifth edition of this work has grown to a book of 540 pages, as 
many of the articles have been rewritten and new matter has been 
added. An interesting historical sketch of the hypodermatic method 
begins the work. The author uses the term hypodermatic in place of 
hypodermic, as the term hypodermic is not sanctioned by scholars; but 
the use of the less exact word is now so firmly established that it will be 
difficult to substitute the more proper one for it. 

Under the group of remedies affecting nutrition there are given 
valuable suggestions in regard to the subcutaneous use of mercury, of 
pilocarpine, and of iron; and various methods of transfusion are briefly 
considered. Then follows a group which is classed as agents having the 
power to destroy pathogenic microérganisms, among which are found a 
number of antiseptics and antipyretics. 

A large portion of the work is devoted to morphine, the treatment of 
the opium habit, and the antagonisms between atropine and other 
alkaloids. Following this, and also among the remedies which affect the 
nervous system, are strychnine, the digitalis group, cocaine, caffeine, and 
ergot. The subcutaneous use of quinine is, of course, taken up, and the 

culiar advantage of the subcutaneous method of administering it is 
insisted on. Of the remaining topics, those of amylhydrate, nitro- 
glycerin, and apomorphine are among the more important. 

Besides a consideration of the subcutaneous use of the remedies, their 
history, properties, physiological action, and uses are given. The work 
has many suggestions of practical value, but things of secondary import- 
ance are also included in a work which aims to be complete. 

‘Dr. Bartholow recommends the’ h agen ye use of atropine in 
asthma. Morphine is treated very fu ly, and the author takes the 
ground that it is not so much used as it deserves to be in relieving pain 
after operations and injuries, especially during the first few hours after 
fractures or dislocations. 

So far as the reviewer is aware, this work is the largest and most com- 
prehensive which has been written on this subject, and the well-known 
and distinguished author has evidently taken great pains to include all 


that has a bearing upon the subject of hypodermatic medication. 
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THE TREATMENT OF PNEUMONIA. 


In the Edinburgh Medical Journal, 1891, No. elxxxvii. p. 393, DR. GEORGE 
W. BaLFrour presents an instructive paper advocating the use of chloral 
combined with digitalis; the avoidance of preliminary purgation; the 
moderate use of digitalis to prevent cardiac collapse and as an antipyretic, 
with chloral to combat the insomnia, pain, and cough. The precise 
method is Liebreich’s chloral—none other being regarded by the writer as 
safe—dissolved in infusion of digitalis. For an adult twenty grains of chloral 
dissolved in half an ounce of infusion of digitalis, in four hours ten grains in 
the same amount of infusion, and so continued until the temperature falls to 
the normal, when it is replaced by an appropriate tonic. A jacket poultice is 
a useful adjuvant, which may be, however, replaced by a sheet of cotton- 
wool.. Suitable diet cannot be dispensed with. [In the Report of St. Thomas’s 
Hospital, for 1889, the mortality from pneumonia was 20.5 per cent, while 
53.6 per cent. of the cases ended with a crisis—40 per cent. ending thus on 
the fifth or seventh day. Evidently the type and severity of the disease is 
different in Great Britain.—Eb. | 


TREATMENT OF PNEUMONIA BY DIGITALIS IN LARGE DOSEs. 


Dr. SiamunD LOWENTHAL gives a very careful review of the literature 
( Centralbl. 7. Gesammte Therapie, 1891, Heft xi. 8. 541). He uses a daily dosage 
of forty-five to sixty grains of selected leaves in the form of infusion until 
the crisis, which came on the third or fifth day after the commencement of 
his treatment in his twelve cases, all of which were dismissed cured. His 
conclusions are: Fever but slightly influenced ; the pulse-rate frequently re- 
duced, but with this reduction came often a rise in the rate of respiration 
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(relative dyspnoea); urinary analysis as is usual in pneumonia; expectoration 
frequently difficult; marked adynamia; heart weak, circulatory disturbances; 
in this method of using digitalis we do not obtain a specific action. The 
author remarks that in certain cases where from circulatory disturbances 
digitalis is indicated, he has had brilliant results from a single dose, size 
above noted. 


CREASOTE. 


Pror. JULIUS SOMMERBRODT, in the Berliner klinische Wochenschrift, 1891, 
No. 43, 8. 1048, presents an eloquent plea for the use of this remedy for the 
cure of tuberculosis. In 1887 he published the results of his observations 
during the preceding nine years, the maximum daily dose being under eight 
drops. He became convinced that with this dose complete cure could be 
obtained in the early stage of the disease. His present paper is intended to 
demonstrate that this dose can be largely exceeded with safety, and that more 
severe cases and those of longer duration cannot only be relieved, but, indeed, 
cured. He considers it, in a daily dosage of one-quarter to one drachm, to. 
be the most valuable remedy against tuberculosis. In support of his position 
he cites twelve cases. Quoting Nathan, Sée (with compressed air in pneumatic 
cabinet), Tappert [Tapret?], Grasset, and Schiiller (with surgical methods) 
as to the value of this remedy, he advises that it be prescribed in gelatin cap- 
sules containing one and a half drops in company with cod-liver oil. He 
objects to its administration with balsam of Tolu, or in the form of pill, on 
account of its variable absorption; nor does he prescribe guaiacol, since he 
does not believe that this represents the entire therapeutic value of creasote. 
When the cost of the pills must be considered, he recommends Hopmann’s. 
mixture (one part creasote, two parts tincture of gentian) diluted with water, 
or in Hungarian wine. He approves of all accessory means of cure—climatic, 
open air, pulmonary gymnastics, nourishing diet—but he insists that the 
treatment must be of long duration. He finds that it does not disagree with 
the stomach, although at the commencement of treatment it may be neces- 
sary for a time to interrupt its administration. [The duration of the observa- 
tions, the large number of patients under treatment, give this report an especial 
value.—Eb. ] 


SUBCUTANEOUS OR INTRA-MUSCULAR INJECTIONS OF MEDICATED OILS. 


In the Gazette Médicale de Paris, 1891, No. 36, p. 421, Dr. A. FESTAL. 
figures an apparatus for this purpose, and gives his method of procedure. 
Giving creasote the first place among the remedies for tuberculosis, he cites 
the difficulties arising from its administration by the mouth, and the limita- 
tions of dosage by inhalation or inunction. Although believing the method 
of inhalation of compressed air saturated with creasote vapor (Tapret) to be 
valuable, yet the expense and complexity of the apparatus will limit its use- 
fulness. He uses pure creasote, one to fifteen in vegetable oil, washed with 
alcohol and sterilized by boiling, for hypodermatic injection by the method 
of Gimbert (de Cannes). The purpose of the apparatus (which resembles an 
aspirator to which is attached a funnel for introducing the medicament into 
the barrel, and a spring to furnish a constant motion to the piston) lies in the- 
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necessity for very slow injection. This slowness is remarkable, forty minutes 
being required for the injection of five drachms of the liquid. Success is 
dependent upon slow injections and thorough observance of aseptic precau- 
tions. It is not painful, nor in about two hundred injections that the author 
has practised has he had any local accidents. 


EFFECTS OF CERTAIN DRUGS ON THE VELOCITY OF THE BLOOD-CURRENT. 


Dr. JoHn C. HEMMETER has been conducting some experiments in the 
Biological Laboratory of the Johns Hopkins University (New York Medical 
Record, 1891, vol. xl. p. 292), employing Ludwig’s Stromuhr. The drugs used 
were ergot, digitalis, and alcohol; the animals were dogs and cats; the artery 
selected was the carotid. The results were: Ergot and digitalis reduce the 
rate of the blood-current, while alcohol increases it. The explanations are: 
1. Ergot diminishes the energy of the heart’s activity and at the same time 
increases peripheral resistance. 2. Digitalis increases the work of the normal 
heart and produces contraction of the arterioles. 3. Alcohol causes dilata- 
tion of capillaries and arterioles. The therapeutic use of digitalis and ergot 
in hemorrhage and of alcohol as a resuscitating stimulus, then, rest on a 
sound foundation. 


STRYCHNINE NITRATE IN Toxic AMBLYOPIA. . 


Dr, E. MELVILLE BLACK makes a strong argument for the use of the 
nitrate of strychnine in tobacco and alcoholic amblyopia (New York Medical 
Journal, 1891, vol. liv. p. 287). The nitrate is chosen for hypodermatic use 
because it is less irritating than the other salts. The site chosen is over the 
biceps muscle, and cleanliness and perfect solution of the drug (eight grains 
to the ounce in distilled water) are essential; the required dose may go to 
twenty or twenty-five minims. In dosage of over ten minims he keeps the 
patient under observation for a half-hour after the injection. He instances 
four cases in which the patient’s present condition, ophthalmoscopic exam- 
ination and details of treatment were carefully recorded. 


DIURETIN. 


Dr. Kress, in an elaborate paper in the Miinchener medicinische Wochen- 
schrift, 1891, No. 38, S. 663, gives a very careful review of the literature of 
this recent valuable addition to our therapeutic armamentarium. He cites 
twenty cases in which this drug has been used. His conclusions are: 1. It 
is a true diuretic, increasing both the solid and watery constituents of the 
urine. 2. It is not an irritant, and its influence upon the organs of circula- 
tion is secondary. 3. It is most valuable as a diuretic in acute and chronic 
diseases of heart and kidneys. 4. It can be administered to two drachms 
per diem without unpleasant results, and continued without losing its value. 


MECHANICAL TREATMENT OF CATARRHAL ICTERUS AND CHOLELITHIASIS. 


Dr. PURCKHAUER, in the Miinchener medicinische Wochenschrijt, 1891, No. 
35, S. 609, after mentioning the well-known mechanical methods—as faradiza- 
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tion of the gall-bladder, injection of a large quantity of water into the intes- 
tines, massage, digital compression of the gall-bladder—announces his own to 
be a thorough, regular, and persistent shaking of the body, continued over a 
long time, such as can be obtained by driving, riding, jumping, and dancing. 
He cites two instances in which a railway journey was brilliantly successful. 
In a case of acute catarrhal jaundice he found that a patient was relieved by 
jumping for the period of an hour. [We presume that a health jolting chair 
would meet the indications laid down by the author.—Eb.] 


EXOPHTHALMIC GOITRE. 


Dr. Cu. Exoy, in the Revue Générale de Clinique et de Thérapeutique, 1891, 
No. 36, p. 565, gives a brief account of the most valuable methods of relief 
of this rebellious disease. Under the heading of external treatment he praises 
hydrotherapy as a means of diminishing the nervous excitability and the 
tachycardia. The employment of electricity is insisted upon: faradic, bilateral 
applications for ten minutes with the positive pole at the nape of the neck 
and the negative over the carotids, and for five minutes over the tumor; 
galvanic currents of moderate intensity with positive pole over the precordial 
region and the negative at the nape of the neck. The internal treatment 
consists of the alternating administration of preparations of arsenic and the 
bromides. Arsenious acid is to be prescribed in increasing doses for a week; 
during the next week to be replaced by bromide of potash, in two daily 
doses, to be taken in an alkaline mineral water. If a mineral water is 
deemed necessary the ferruginous waters are preferred. The hygienic treat- 
ment consists of the absolute interdiction of tobacco, tea, coffee, and alcohol, 
all violent efforts, emotions, and muscular fatigue. A milk diet is insisted 
upon. The success in treatment presupposes a docile patient, absolute obedi- 
ence to the régime, and considerable patience on the part of both patient 
and physician. 


Tue Exact ACTION OF ALCOHOL. 


Dr. E. MacDoweEL CosGRAVE, in the Dublin Journal of Medical Science, 
1891, p. 186, has collected the opinions of various experimenters. Dr. RIDGE 
found that the feeling, muscular sense, and vision were diminished by mod- 
erate doses. Dr. LAUDER BRUNTON is quoted that “ the influence of alcohol 
upon psychical processes is curious; for, while it renders them much slower, 
the individual under its influence believes them to be much quicker than 
usual.” Dr. RipGE found that germination was prevented, one-quarter of 1 
per cent. being sufficient to hinder growth and oppose the production of 
chlorophyll. Dr. B. W. RICHARDSON reports that it stops the vital move- 
ments of the meduse, probably by its action on the colloidal matter, of which 
its organism is composed, while various authors are quoted to show that alco- 
hol diminishes very markedly the carbonic acid gas exhaled by the lungs. 

[While the collecting of the results of these experiments is valuable, yet it 
is worthy of remark that many of them were conducted long before it was 
possible to attain the exactness which now distinguishes the work of the phy- 
siological laboratory.—Ep. } 


THERAPEUTICS. 


STRONTIUM. 


M. LasBorpE furnishes a very interesting account of his physiological inves- 
tigations of the salts of strontium in the Les Nouveaux Remedes, 1891, No. 18, 
p. 430. Strontium and its salts are not poisonous, but even in large doses 
favor nutrition. Eliminated in the feces it appears to prevent fermentation 
and even to be a parasiticide. The lactate of strontium appears to increase 
the excretion of urine and at the same time to prevent its decomposition. 


TREATMENT OF PULMONARY TUBERCULOSIS BY HYPODERMATIC 
INJECTIONS OF ARISTOL. 


The report of M. Napaup (de Larochefoucauld) is found in the Revue de 
Thérapeutique, 1891, No. 19, p. 508. The aristol is dissolved in sterilized oil 
of sweet almonds. The daily dose (of aristol) is one-half a grain. Twenty- 
one patients suffering from pulmonary tuberculosis have been treated without 
other medication. Seven cases have improved, so that the cure which has 
persisted for three or four months may be believed to be complete. The 
treatment lasted twenty-five to thirty days. Five cases, in which improve- 
ment had been rapid, suffered from relapses which necessitated at the end of 
a month a repetition of the treatment, but no case has required a third course. 
Three cases of excavation had not in any way improved. Two patients died, 
one of diphtheria and the other of tubercular peritonitis. Six cases are under 
treatment and apparently will be relieved. His conclusions are that aristol 
administered hypodermatically is not poisonous; that it is eliminated in the 
respiration; that it is antiseptic and modifies nutrition; that the effects are 
prompt, showing themselves on the sixth or seventh day by a diminution of 
cough and the suppression of night-sweats; that after twenty or twenty-five 
days of treatment the body-weight increases; that this treatment is' useful in 
first or second stages, but with large cavities or purulent expectoration the 
results are slight or negative; that the injection is not painful, nor does it 
give rise to any inflammation of skin, abscess, or induration. 

[This report, as M. HERARD remarked at its presentation, should be care- 
fully considered, but an opinion as to the value of aristol should be reserved. 
The observations are too recent and too few in number. Several years, not 
months, must elapse before a just judgment can be given.—Eb. ] 


THE TREATMENT OF PHTHISIS. 


In L’ Union Médicale, 1891, No. 105, p. 325, Dr. TAPRET gives an enthusi- 
astic account of his observations at the Hépital Saint-Antoine on the treat- 
ment of pulmonary phthisis by medicated air. In May, 1890, he obtained a 
closed chamber which had been used for experiments by Bert, concerning 
anesthesia under pressure, at the Hépital Beaujon. His cases were unse- 
lected and remained in the chamber four hours each day, the air being 
charged with creasote vapor under pressure. Of the twenty-one patients, 
he discharged seven completely cured. The physical signs of pulmonary dis- 
ease improved, their symptoms became less marked, and their general condition 
was greatly benefited. The bacilli did not, however, in all cases disappear. 
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No accidents occurred, nor indeed does this treatment give rise to unpleasant 
symptoms. 


TREATMENT OF DIPHTHERIA. 


M. ERNEsT GAUCHER, in the same journal, No. 40, p. 693, makes a strong 
argument for the removal of the diphtheritic membranes by pledgets of cotton 
or brushes, and thorough cauterization of the surface with a solution of the 
following formula: 


Camphor . 

Castor oil . ‘ 
Alcohol, 90 per cent. 
Pure phenol 
Tartaric acid 


This is accomplished by wetting the cotton on a carrier, and thoroughly 
applying to the denuded surface. The third step is complete irrigation of 
the throat ten minutes after the disinfection is concluded. 


EUROPHEN. 


The question of antisepsis in operations in the nasal cavities has not, until 
recent times, attracted much attention, but in the Therapeutische Monatshefte, 
1891, Heft 9, S. 482, Dr. LOwEnsTEIN presents a very valuable contribution. 
He finds the insufflation of powdered europhen of great value after opera- 
tions in the nose, not only because of its antiseptic properties, but as well as 
a remedy for checking hemorrhage. In ozena he finds it inferior to aristol, 
which, when used after removal of the crusts and thorough cleansing of the 
nasal cavities, has yielded brilliant results. In chronic atrophic rhinitis euro- 
phen has relieved the symptoms and improved the appearance of the mucous 
membranes. He found, however, that a ten per cent. solution in fifteen per 
cent. of olive oil with eighty-five per cent. of lanolin, was more rapid and 
beneficial in its action, owing to the fact that iodine was liberated more freely. 
In three cases of perforating ulcer of the septum he achieved brilliant results. 


THE TREATMENT OF UR2ZMIC COMA AND CONVULSIONS. 


Dr. JoHN FERGUSON sums up a paper upon this subject in the Therapeutic 
Gazette, 1891, No. 9, p. 583, as follows: 

In cases of albuminuria of moderate severity, give the saturated solution 
of magnesium sulphate; if more acute and urgent put the patient in bed, 
with the head elevated. If there be severe headache, any muscular twitch- 
ings, or tendency to coma, give calomel, croton oil, and nitrate of potassium, 
and maintain the action of the bowels by salts. Induce free perspiration by 
warm packs, hot drinks, and the salicylates. Allow no animal food but milk, 
and give liquids very freely. If convulsions, a hypodermatic injection of mor- 
phine, followed by pilocarpine. In pregnancy, push this treatment vigor- 
ously, thus making interference unnecessary. To secure full action of the 
skin, the use of salicylate of sodium or potassium is strongly advised. 
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PURIFIED TUBERCULIN. 


Ropert Kocu (Deutsche med. Wochenschrift, No, 43, 1891) has published 
the results of investigations directed to the isolation of the active principle 
of tuberculin. After using a variety of methods he finally adopted one that 
yielded measurably precise and satisfactory results. One part (say 10 c.cm.) 
of tuberculin is stirred in a beaker while a part and a half (15 c.cm.) of abso- 
lute alcohol is added. The glass is covered and permitted to stand for 
twenty-four hours. At the end of this time a flocculent sediment is precipi- 
tated from the dark-brown fluid. The supernatant fluid is then carefully 
decanted and replaced by a corresponding quantity of 60 per cent. alcohol. 
The fluid is shaken and again permitted to precipitate. This procedure is 
repeated three or four times, until the supernatant fluid remains colorless. 
The fluid is then further extracted by means of absolute alcohol, the pre- 
cipitate collected upon a suction-filter and dried in a vacuum exsiccator. By 
this means a snow-white mass is obtained, which, upon being dried at 100°C. 
(losing from 7 to 9 per cent. of water), appears as a light-gray powder. The 
product so obtained represents about half of the active principle of tuber- 
culin. It is readily soluble in water, especially when rubbed up in a mortar. 
The solution, however, does not long retain its activity; it is especially sus- 
ceptible to evaporation. On long standing and high heating the purified 
tuberculin becomes less soluble. Solutions of purified tuberculin in 50 per 
cent. of glycerin retain their activity for months. Such solutions withstand 
the influence of considerable degrees of heat. Purified tuberculin is but 
slightly soluble in alcohol. It responds to all the chemical reactions for 
albumin. ‘From its properties it is concluded that the purified tuberculin 
belongs to the group of albumins. The large proportion of ash to which it 
gives rise, and the variability of reaction to some of the tests employed, 
indicate that the product is not an absolutely pure one. Although tuber- 
culin most nearly resembles the albumoses, it differs from them, and especially 
from the toxalbumins, in its resistance to high temperatures; it differs from 
the peptones, in being precipitable by iron acetate. It scems not improbable 
that further investigations will demonstrate, among the products of patho- 
genic bacteria, the presence of other similar bodies that may prove to belong 
to a distinct group of albumins. 
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The physiological manifestations of the relatively purified product, in both 
guinea-pigs and man, were identical with those occasioned by the crude 
product. 


PANCREATIC DIABETES. 


As a result of an extended series of experimental investigations, Domt- 
nicis, of Naples (Miinchener medicin. Wochenschr., Nos. 42 and 43, 1891), 
found that total extirpation of the pancreas was always followed by irre- 
mediable disturbances that in a relatively short time inevitably proved fatal 
(diabetes gravis). Of all the sequele—polyphagia, polydipsia, polyuria, 
emaciation, dermatosis, alopecia, etc.—glycosuria alone was not constant, 
being wanting in thirteen of thirty-four animals experimented with. The 
more important and classical changes—in the liver (diffuse fatty degenera- 
tion and atrophy, with vacuolation), in the spinal cord (gray degeneration), 
in the stomach, in the kidneys, etc.—were alike present in animals that 
manifested glycosuria and in those that did not. If there was any dif- 
ference, the changes were the greater in the latter. The injection of portal 
blood taken at the height of digestion from healthy animals fed upon 
a meat diet into animals glycosuric from extirpation of the pancreas, was 
not followed by a diminution in the quantity of sugar; but, on the contrary, 
in the course of several hours the quantity of sugar became doubled. Neither 
was the proportion of sugar in the urine of mellituric animals influenced by 
intra-venous, intra-peritoneal, or subcutaneous injections of an infusion of 
pancreas. A. severe injury, not involving the thoracic duct or the ceeliac axis, 
was followed by a temporary suspension of the glycosuria; a similar result 
followed intra-venous injection of a solution of soda. The administration of 
iodoform or of saccharin, although it doubled or quadrupled the quantity of 
urine, failed to cause a reduction in the percentage of sugar. A diet almost 
exclusively of meat or of peptone, and a period of fasting for a week, brought 
about only a diminution but not a disappearance of the sugar in the urine. 
The livers of several animals presenting diabetes in decided degree yielded 
to iodine the reaction of glycogen. Slight wounds of the duodenum or pan- 
creas occasioned transitory glycosuria. 

Dominicis maintains that as in more than a third of his cases of extirpation 
of the pancreas, as well as in many of those of other observers, glycosuria 
was ‘wanting, this symptom cannot be considered as the essential charac- 
teristic of diabetes. The validity of this position is supported by the view 
that in many cases the presence of sugar in the urine does not constitute 
diabetes, but may be a transient manifestation dependent on a variety of 
causes. If, then, glycosuria is not diabetes, how can it be said that diabetes 
is glycosuria? In exceptional cases diabetes mellitus has become transformed 
into diabetes insipidus. 

The experiments, though not conclusive, pointed to an increased produc- 
tion of sugar in the organism as a cause for the glycosuria. There seemed 
no doubt that the increased production of sugar resulted at the expense of 
the tissues of the body. The hypothesis of Pettenkofer and Voit, that sugar 
is formed at the expense of the albumin of the protoplasm, and that of Jac- 
coud, that diabetes is a constitutional nutritive disturbance, probably de- 
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pendent upon the presence of a ferment in the blood that converts into sugar 
the tissues of the organism that would otherwise be converted into glycogen, 
seem best to explain the occurrence of diabetic glycosuria. 

Dominicis conceives that by eliminating the function of the pancreas 
changes take place in the intestinal contents that result in the liberation of 
a ferment that exerts a toxic influence upon the tissues, in the same way as 
organic poisons, such as phosphorus, etc. According to a second hypothesis, 
a negative intoxication may take place. Dominicis finally expresses the view 
that true diabetes is to be identified with neither glycosuria nor hydruria ; 
diabetes is a grave affection, almost always dependent upon withdrawal of the 
function of the pancreas. For unknown reasons, absence of the pancreas is 
not always attended with mellituria. Progressive fatal marasmus, however, 
is never wanting, so that this must be considered as the characteristic symp- 
tom of destructive disease of the pancreas, and as the sine qua non for that 
constitutional nutritive disturbance known as diabetes. Transitory glycosuria 
may be dependent upon temporary changes in the pancreas, as well as upon 
influences that occasion alterations in tissue metamorphosis. 


A PROPOSAL TO DISCARD THE TERM “ PHTHISIS PULMONALIS.”’ 


In the course of an address on arrested pulmonary tuberculosis (British 
Medical Journal, No. 1609, 1891) Dr. J. K. FowueEr, of London, gives good 
reasons why the term “ phthisis” should be discarded. The position of those 
who hold that phthisis is but one disease is now a strong one, and those who 
maintain a contrary opinion may fairly be asked to bring forward evidence in 
support of their belief. All will, at any rate, admit that there are a very 
large number of cases of destructive disease of the lungs due to the presence 
of tubercle. With respect to these cases the author proposes to class them 
as cases of “pulmonary tuberculosis,” or “tubercle of the lungs,” and that 
for such the term “ phthisis ’’ should no longer be used. For cases of destruc- 
tive disease, if such there be, where the agency of tubercle cannot be recog- 
nized, and which cannot be referred to any other well-known group, the 
term “ phthisis pulmonalis” is perhaps the best. The following advantages 
are claimed for such a course: In the first place, it will bring the nomen- 
clature of all tuberculous affections into line, and as we now speak of a tuber- 
culous meningitis, pleurisy, or peritonitis, we shall designate the local mani- 
festation of tuberculosis within the lungs by its proper name “ pulmonary 
tuberculosis.” This course also appears to conform to the view taken in the 
nomenclature of diseases of the Royal College of Physicians, in which the 
term phthisis, standing alone and unqualified, is no longer recognized. The 
medical registrar of one of the large London hospitals intends in next year’s 
report to give a separate place to tuberculous disease, as is now given to can- 
cer, and under the heading to place the tuberculous affections of the various 
organs, as directed in the official nomenclature. 

The term fibroid phthisis is also no longer officially recognized, cirrhosis 
of the lung having been substituted. For the indurative affections of the 
lungs of tuberculous origin the author proposes the term “ fibroid tubercu- 
losis ;’ for those of non-tuberculous nature he prefers “ chronic pneumonia,” 
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or “chronic interstitial pneumonia,” to cirrhosis, as they do no violence to 
etymology—there is nothing “ yellow ” about an indurated lung. 

The essentially tuberculous nature of the various destructive pulmonary 
lesions induced by employment in various trades, as that of knife-grinder, 
mason, miner, weaver, etc., are well proved. The existence of destructive 
disease of lung due to syphilis, does not appear to be proved. 

Another advantage would be the disappearance of the term “ stages of 
phthisis.” Few expressions have done more than this to confuse the minds 
of students. It is hardly necessary to insist that the so-called “stages of 
phthisis ” are stages in a pathological process which may be arrested in any 
one of them, and that they have no necessary connection with the general 
advance of the disease. The author suggests the following terms to express 
certain varieties of pulmonary tuberculosis which appear to call for distinctive 
names: 1. Pulmonary tuberculosis. 2. Miliary tuberculosis of the lungs. 
3. Caseous tuberculosis of the lungs. 4. Fibroid tuberculosis of the lungs. 


‘On “ HEALED” OR RETROGRADE TUBERCLE. 


Retrograde tubercle of the lungs occurs in two forms, one of which may be 
called “ calcareo-caseous tubercle,” and the other “fibroid and pigmented 
tubercle.” 

Dr. SipNEY MARTIN, of London, made observations on 445 consecutive 
cases occurring in the post-mortem room of the Middlesex Hospital, in 
patients;dying from diseases other than tubercle. Out of this number 31 
presented calcareo-caseous tubercle, mostly in the lung; and 11 cases of 
fibroid and pigmented tubercle, equal to 9.4 per cent. 

The diseases of which the patients died may be summarized as follows: 


Cancer and sarcoma 

Lung diseases . 
Diseases of circulatory system 
Other diseases (single instances) 


Retrograde tubercle is, therefore, most frequent in cases of malignant dis-. 
ease and those in patients dying of lung diseases. There is no evidence that 
a healed tuberculous lesion may predispose to pneumonia in any other way 
than by the local injury inflicted on the lung tissue through the mere presence 
of the healed lesion. 

The great difference between these two varieties of healed tubercle is this: 
whereas the fibroid and pigmented miliary tubercle never contains any 
tubercle bacilli, the calcareo-caseous tubercle almost constantly does. The. 
bacilli are not commonly very numerous. They are of normal shape, and 
occur singly or in groups of five to twelve.— British Medical Journal, No. 1609, 
1891. 


PARTIAL JAUNDICE. 


Dr. THomas MacHarpy, of Huntly, N. B., records the following case: 

The patient, a strong, well-nourished boy, became affected with jaundice 
five weeks after birth. For some days his mother observed his skin gradually 
assume a deep yellow color; but beyond this there were no constitutional 
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symptoms to indicate that the child was suffering from anything unusual. 
Bile was present in both stools and urine. 

On examination, it was found that the upper half of the body only was 
involved, the discoloration descending to the umbilicus, where it ended 
abruptly, being sharply defined by a well-marked line encircling the body. 
Below this line the skin throughout remained unaffected, its pink healthy 
hue standing out in marked contradistinction to the intense yellow of the 
parts above. The discoloration was of a deep citron, and especially was this 
observable in the conjunctive and nails. By the fourth week of treatment 
the patient had made a complete recovery, and during all this time his 
general health continued excellent.— British Medical Journal, No. 1609, 1891. 


EXPERIMENTAL INVESTIGATIONS OF THE MOVEMENTS AND OF THE CON- 
TENTS OF THE STOMACH IN A CASE OF GASTROSTOMY. 


Dr. HANDFORD, of Nottingham, communicated to the Clinical Society of 
London’ the following phenomena observed in a patient who survived the 
operation of gastrostomy for malignant stricture of the csophagus over five 
months. 

A small India-rubber balloon attached to a silver female catheter was in- 
troduced into the stomach and connected by means of India-rubber tubing 
with a Marey’s tambour and clockwork revolving drum. ' The respiratory 
and cardiac curves were well marked, and the influence upon them of dif- 
ferent positions of the body was well shown; but no evidence whatever could 
be obtained of peristaltic movements of the stomach-walls, which appeared 
to have been quite checked by the adhesion of the stomach to the ab- 
dominal parietes. Both the diaphragm and the heart must have considerable 
influence in preventing stagnation of the fluid contents of the stomach. 
Digestion could take place efficiently in the complete absence of peristaltic 
movements of the stomach itself. A considerable gain in weight was not 
incompatible with the presence of advanced and necessarily fatal malignant 
disease. (The patient gained over sixteen pounds in four months whilst in 
hospital.) A fluid diet could be maintained for months, and in very large 
amount without producing “indigestion.” The rapid introduction of large 
quantities of food into the stomach, the absence of pleasure in eating and of 
the perception of flavors, were not incompatible with very perfect digestion 
and active nutrition. It was evident that, given a suitable kind of food, fine 
division of it was the most important circumstance which determined rapid 
and easy digestion. Hydrochloric acid was absent till two hours or later 
after a meal. Lactic acid was present in abundance so early as half an hour 
after taking a full meal. Lactic acid appeared to be most abundantly and 
quickly produced from bread and from beef-tea; less quickly from milk. The 
highest total acidity was almost always after the meat-meal. The total acidity 
.steadily increased from half an hour after a meal, when it averaged 0.84 per 
cent, up to three hours, when it reached 0.63, and was then chiefly due to 
hydrochloric acid. But at this period the absolute quantity of fluid was 
generally small—an important point to remember in estimating the quantity 
of alkali required for neutralization, The sugar all disappeared within two 
hours after food was taken. It was formed from beef-tea and bread, when, 


| 


84 PROGRESS OF MEDICAL SCIENCE. 


so far as could be learned, no ‘ptyalin or diastase was present. It was a 
question, therefore, whether starch might not be changed into dextrin and 
grape-sugar under the influence of microérganisms and the body temperature. 
—Lancet, No. 3557, 1891. 


HEMORRHAGIC PERICARDITIS; REPEATED ASPIRATIONS; RECOVERY. 


Dr. T. Courton, of Leeds, communicates the case of a man, aged forty- 
six, with strong alcoholic antecedents, who came under his care with signs 
of right pleural effusion, dyspnea, and pain in chest. Aspiration of twenty- 
nine ounces of clear fluid from pleura gave no relief (five subsequent attempts 
to substitute tapping of pleura for aspiration of pericardium failed to bring 
any improvement). The pericardium was then explored—l1. In the left space 
just internal to mammillary line. 2. Half an inch nearer median line. 3. In 
right fifth space one inch from the edge of the sternum. Deeply blood-stained 
fluid was found at each point. Eight ounces were aspirated in left fifth space 
with marked relief. The fluid did not clot, and deposited a layer of blood- 
cells of one-twelfth inch. A few days later there was marked “ respiratory 
pulse.” Two drachms only were withdrawn from the fourth space. The 
author, like many others, had frequently observed in the post-mortem room 
that fluid in large quantity, and free in the pericardial cavity, was collected 
in three chief pools, one in each of the lower angles of the sac, the third at 
its upper part, and as measurements showed these lateral pools to lie at two 
and a half inches from the surface, an aspirating needle was passed in for 
two inches in the left space in the nipple line, and twenty-two ounces of 
similar fluid withdrawn. The relief, though great, was of short duration, 
and aspiration was again performed. 

Fluid was removed from the pericardium on thirteen separate occasions. The 
patient was in bed six months, in hospital eight months, and subsequently six 
weeks at a convalescent institution. The temperature was usually subnormal. 
The greatest possible difficulty was experienced in getting the man to take 
food—his diet, previous to admission, having consisted in greater part of 
alcohol and beer. He undoubtedly became worse and more prostrate after 
the aspirations were begun, and this was apparently because he could take no 
food to replace the loss to the blood by reaccumulation in the sacs and to 
repair the abnormal tissues. 

The effects of alcohol were closely watched. It was found indispensable. 
He was often reported to be dying, and two or three times even dead, but 
brandy or whiskey freely given, and soon followed by aspiration, always re- 
stored him. Peritonitis with friction sound, and pain, occurred on August 
11th, over the enlarged liver. Leeches relieved the pain and tenderness; 
the liver was large in December. The pulse and respiration did not always 
vary in rapidity together. Phlebitis appeared in the right popliteal vein on 
August 18th, and in the left on August 26th. The cedema of chest-wall had, 
disappeared on September 4th. Purulent urethritis was observed on Septem- 
ber 20th; it readily yielded to zinc injections. Except at this time the urine 
was not, as a rule, albuminous. There was no marked perspiration, The 
author thought it would be well in any similar case to begin dry cupping at 
a much earlier date, and to secure the patient’s appetite before commencing 
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aspiration. So much difficulty in this part of the treatment was not antici- 
pated. 

In a postscript to the original paper it was stated that on returning to work 
(without leave) and to his former habits as to diet, the patient became ill; 
after a month was readmitted with a small pleural, but no pericardial, effusion, 
and died suddenly on the second day. At the autopsy the heart was found 
universally adherent to the pericardium; the pericardium was adherent 
slightly to the left lung, firmly to the right lung. The base of the right lung 
was firmly adherent to the diaphragm, which in turn was firmly adherent to 
the liver. It was merely a nutmeg liver, there was no cirrhosis. The arteries 
showed scarcely any atheroma. The kidneys were rather hard, but appar- 
ently sound, resembling organs from a case of initial disease. The valves of 
the heart were normal.— Medical Press, No. 2741. 
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RESECTION OF THE GUT. 


Four cases of resection of the gut are contributed by BARRACz (Archiv fir 
klin. Chir., Band xlii., Heft. 3). Three of these cases were on account of gan- 
grene following strangulated hernia; they all recovered. The fourth operation 
was necessitated by a sarcoma in the region of the ileo-cecal valve, compli- 
cated by invagination. The patient died twelve hours later. 

To these cases is appended a statistical study of primary resection as re- 
quired by gangrene of the gut. The general mortality of all these cases varies 
between forty and fifty-six per cent., yet, as the author points out, these 
tables are of little value in determining the real death-rate, as the great ma- 
jority of cases are not reported. The statistics of resection of the large 
intestine for the cure of new growths give about the same mortality. The 
author, from his personal experience and from a statistical study of the sub- 
ject, draws the following conclusions: 1. In cases of gangrene of the gut, 
primary resection is indicated only when strangulation is not of long standing, 
when collapse is not present, when there are no signs of peritonitis, when the 
hernial sac is not gangrenous, or is not violently inflamed. 2, Where such 
counter-indications are present the operation should be limited to the forming 
of an artificial anus. 8. In case of artificial anus, resection of the gut is 
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indicated when the opening cannot be closed by repeated use of the Dupuy- 
tren forceps, or by plastic operations. Operation is further required in cases 
of prolapse or of stricture of the gut. The patient should be carefully pre- 
pared for operation by a nourishing diet. Resection of the gut and enteror- 
rhaphy is contra-indicated in cases of preternatural anus when there are strong 
adhesions, such as result from localized peritonitis. The breaking up of these 
adhesions may either cause peritonitis from tearing of the gut and an extrava- 
sation into the peritoneal cavity, or may occasion shock. In such cases a 
lateral anastomosis between the loops of gut above and below the position of 
the natural opening is indicated. 

Senn’s method is to be preferred in this case. In cases of tumor of the 
large intestine, resection of the gut with either enterorrhaphy or anastomosis 
is only exceptionally indicated, namely, in small and movable tumors, and 
when the strength of the patient is well preserved. In well-developed tumors, 
and where cachexia is marked, resection of the gut and the formation of a 
preternatural anus or enterostomy is indicated. In case of new growth of 
the cecum or the ileo-cwcal valve, resection of the diseased area, with the 
formation of an artificial anus, or of lateral anastomosis, are indicated. The 
lumbar incision, namely, that adopted in retro-peritoneal nephrectomy, is well 
adapted to cecal tumors, especially in cases where the differential diagnosis 
between involvement of the cecum and kidneys is not exactly made out. The 
technique of enterorrhaphy as practised on the Continent is a surgical proce- 
dure requiring far too much time. The quicker method, recommended by Senn 
—that is, lateral apposition by means of decalcitied bone plates—on account 
of the ease and rapidity with which the operation is completed, would seem 
to be preferable to enterorrhaphy. 


ANEURISM OF THE INNOMINATE AND PRIMITIVE CAROTID ARTERIES. 


LE Dentu (La Méd. Md., No. 42) reports a case of aneurism of the innom- 
inate artery involving the lower portion of the primitive carotid, which 
was treated by a simultaneous ligature of the carotid artery and the right 
subclavian. The patient died forty-four days after operation. The imme- 
diate results of surgical interference were fairly satisfactory. No complica- 
tion resulted, and the pulsation of the aneurismal sac seemed to be diminished, 
but the heart again became very much more rapid. Two weeks after the 
operation the rapidity of the pulse again became reduced to normal. The 
patient suffered for a while from delirium and great restlessness. These 
symptoms yielded to sulphonal. The improvement was only temporary, the 
aneurism then steadily became larger, and the patient finally died from 
gradual asphyxia. 

The author enters into a statistical study of the treatment of innominate 
aneurism. Walther’s cases are cited. This author found that treatment 
of innominate aneurism by ligature of the subclavian alone, gave in three 
cases satisfactory results for a time, but no definite cures. Of twenty-five 
cases of ligature of the carotid alone, those in whom the dilatation also affected 
the aorta died shortly after operation. Of thirteen cases where the aneurism 
was limited to the innominate, nine die}; in only two was slight ameliora- 
tion observed. Those cases in which b#th branches of the innominate were 
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tied, gave four deaths and two cures, the latter being reported twenty months 
and nine years respectively after the operation. Of the twenty-five cases, 
therefore, twenty-one died. Of eight cases in which the carotid was first tied 
and a ligature was subsequently placed around the subclavian, five died and 
three were cured. Of thirty-five cases in which there was simultaneous liga- 
ture of the primitive carotid and subclavian, there were fourteen cases in 
which the results were satisfactory; twelve of these cases have been pub- 
lished since 1882, of these ten were cured and only two died. 

Winslow has collected fifty-nine cases of ligature of the common carotid 
and subclavian with forty-three cures, in so far as the operation was concerned. 
Sixteen of these cases were completely cured. Of the remaining cases twenty 
were decidedly benefited. 

Le Dentu makes an interesting comparison between the results of ligature 
in the pre-antiseptic times and those observed when the operations were con- 
ducted according to modern methods. Pre-antiseptic cases gave a mortality of 
66 per cent., those treated antiseptically gave a mortality of 22.64 per cent. 
The thirteen cases of aneurism of the aorta treated by ligature of the carotid 
and subclavian are added to the statistics collected by various authors. Four 
of these died between the fifth and twenty-first day after operation. Four 
others lived for a period varying between one to four years; five have been 
recorded as completely cured. As a result of statistical study, Le Dentu con- 
cludes that, as a general rule of procedure, aneurism of the innominate artery 
should be treated by simultaneous ligature of its two main branches. 


TREPHINING FOR FRACTURE OF THE VERTEBRAL COLUMN. 


To the rapidly growing literature concerning surgical intervention for the 
relief of paraplegia dependent upon traumatism of the vertebral column, 
Wetss (La Mercredi Médicale, No. 38, 1891) contributes a successful case of 
trephining. The patient fell from a height of about thirteen feet, alighting 
upon his buttocks. On examination shortly after the injury, there was 
a marked backward projection of the spinous process of the eleventh dorsal 
vertebra. There was complete paralysis, motor paralysis of the left leg, and 
partial paralysis of the right leg. There was no alteration in either sensi- 
bility or reflexes. Both the bladder and the rectum were paralyzed. The first 
treatment consisted in the application of an immobilizing apparatus. Paral- 
ysis of the bladder persisting, catheterism was resorted to, and this resulted in 
cystitis. A huge bedsore formed over the scrotum. About two months after the 
injury the patient seemed to be steadily sinking, and operation was determined 
upon, The spinal cord was exposed and was found somewhat thinner than 
normal at a point corresponding to the backward projection of the vertebra. 
No sign of either curvature or displacement was detected on operation. The 
dura mater was opened, the wound was drained and united, an antiseptic 
dressing was applied, and a plaster-jacket was put on. The improvement in 
the patient’s condition was marked and progressive. Nineteen days after 
operation, movement returned to the limbs, the patient had regained partial | 
control over his bladder, and the bedsore was practically healed. Three and 
a half months after operation the patient could walk readily, and ultimately 
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completely regained his health. It is evident in this case that there was 
not complete disruption of the spinal cord, since sensibility was retained. 


CHOLECYSTECTOMY. 


An interesting résumé of the indications for the performance of cholecys- 
tectomy, and the technique of the operation, is given by GUILLEMAIN ( Gaz. 
Heb. de Méd. et de Chir., No. 39, 1891). The indications for this operation 
are usually considered to be covered by the following conditions: traumatic 
or spontaneous perforation of the gall-bladder, tumors, rebellious hepatic 
colic, or persistent biliary fistula, the operation being contra-indicated 
only by very extensive adhesions or by occlusion of the common duct. Re- 
moval of the gall-bladder under all these circumstances is perhaps too radical, 
since cholecystotomy, with or without the formation of a fistula, or cholecyst- 
enterostomy, may sometimes take the place of the more radical operation. 

In performing the operation median incision should be made, since this 
allows of more thorough exploration, and, moreover, renders the cystic duct 
more accessible. The incision should be made of sufficient length to give 
the operator sufficient room to manipulate below the umbilicus, if necessary. 
As soon as the abdominal cavity is opened, the omentum and intestines 
should be carefully protected by sterilized compresses or sponges, whilst the 
surgeon exposes the anterior portion of the gall-bladder. Frequently it is 
necessary to puncture this and discharge its contents, to lessen the danger of 
infecting the general peritoneal cavity. When this has been done, the gall- 
bladder is incised and the finger is introduced for the purpose of exploring its 
cavity and removing calculi. This latter object is thoroughly accomplished 
by means of forceps and curette. If the gall-bladder is fully freed, the biliary 
ducts should be carefully explored by palpation and by means of catheters. 
A calculus lodged in the ducts can usually be readily felt by passing the 
finger along the course of the latter. If the surgeon fails to pass the catheter 
this does not necessarily denote that the duct is occluded, since the passage 
may be either very small or temporarily closed from external pressure. The 
gall-bladder usually contracts firm adhesions with the neighboring organs, and 
separation of these organs constitutes one of the most difficult steps of the 
operation. This should be accomplished by blunt dissection as far as possible, 
all bleeding portions being secured immediately by means of the hemostatic 
forceps. When the inflammatory adhesions have been entirely separated 
the gall-bladder must be loosened from its normal attachments to the lower 
surface of the liver. This also should be accomplished by blunt dissection. 
Often the gall-bladder is surrounded, particularly where it is in contact with 
the liver, by a fatty degeneration forming an investment from which it 
can be enucleated, leaving this fibro-fatty capsule as a barrier between the 
seat of operation and the general peritoneal cavity and allowing free drain- 
age in the latter. , 

When the gall-bladder is fully freed, isolation and ligature of the cystic 
canal constitutes the next step in the operation. This is exceedingly difficult. 
The ligatures should be applied as deep as possible without including the right 
branch of the hepatic artery or the common duct. The ligature should be of 
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silk, and the portion left after division should be very carefully disinfected 
either by solution of bichloride, 1: 1000, or by means of the thermo-cautery. 
So far as it is possible, there should be an effort made to form a cavity separ- 
ated from the general intra-peritoneal space in which the drainage-tube is 
placed. This may be accomplished by suturing to the parietal perineum the 
right border of the great omentum and utilizing in a similar way, when these 
structures exist, the ligamentous connection between the liver and colon, so as 
to form between these a furrow in the deep part of which lies the divided duct, 
and in which the bile will be poured out in case the ligature slips. The 
seventh day the drainage-tube is removed. The complications of this opera- 
tion are hemorrhage, peritonitis, and septicemia, usually due to some fault 
on the part of the operator, and effusion of bile into the peritoneal cavity. 
The last complication is most to be feared, and takes place when there is 
occlusion of the common duct. Of 78 cases collected by Calot, 64 were cured, 
and 14 died; this gives a mortality of about 18 per cent. The majority of 
cases, however, perished from causes not directly due to the operation, hence 
the true mortality, as far as the surgical procedure is concerned, is 8.9 per 
cent. 

According to Langenbuch, after cholecystectomy the pains ot cholelithiasis 
completely disappear, digestion becomes normal, and there is a great improve- 
ment in general health. The conditions particularly favoring a successful 
result of this operation would seem to be a permeable condition of the com- 
mon duct, and the permanent obliteration of the cystic duct when found in 
combination with adhesions which are neither very extensive nor very firm. 


OTOLOGY 


UNDER THE CHARGE OF 


CHARLES H. BURNETT, M.D., 


CLINICAL PROFESSOR OF OTOLOGY IN THE WOMAN’S MEDICAL COLLEGE OF PENNSYLVANIA, 
PHILADELPHIA. 


INDICATIONS FOR EXCISION OF THE HAMMER AND ANVIL, 


Dr. StackeE, of Erfurt, after presenting an excellent account of the origin 
of this important operation, and the results in the practice of numerous aurists, 
gives his own experience and an account of a modification of the operation 
(Archiv fiir Ohrenheilk,, Bd, xxxi., p. 201). Finally, the indications for the 
operation are presented. 

The modification of Stacke consists first in loosening the auricle, as prac- 
tised by Schwarze for the removal of impacted foreign bodies in the ear. A 
curved incision is made close to the insertion of the auricle, passing down to 


90 PROGRESS OF MEDICAL SCIENCE. 


the bone. This incision extends from the temporal region, above the articu- 
lation of the jaw, backward to the point of the mastoid. After ligation of 
several vessels, the periosteum throughout the incision is carefully pushed 
toward the auditory canal. By this means the bony edge of the external 
auditory meatus is exposed for three-quarters of its extent, and at the same 
time the cutaneous lining of the auditory canal is seen, projecting like a funnel 
from the bony canal. This cutaneous funnel is loosened from its attachment 
with a blunt scraper. Care must be taken not to loosen this cutaneous canal 
too far inward, as the thin lining of the inner canal may tear. This cylinder 
is now cut through near the drum-head, excepting on the anterior wall. By 
this means as much as possible of the lining of the auditory canal is left in 
conjunction with the auricle, and the periosteum is protected as much as pos- 
sible. If now the auricle be drawn forward, the two edges of the cut in the 
posterior wall of the cutaneous canal gape apart, and the lumen of the canal 
and the anterior wall become visible. Now the anterior wall is cut loose from 
its attachment, and the entire outer end of the cutaneous canal can be lifted 
from its bony case. The entire bony auditory canal is now exposed to the 
surgeon’s view. The membrana tympani can be inspected by direct light and 
without the intervention of the length of the cartilaginous canal. Stacke 
now removes the hammer and membrana tympani, or their remnants, chisels 
away the osseous lamella above the membrana flaccida and the osseous part 
of the external wall of the drum-cavity, thus laying bare the attic, or the 
malleo-incudo-squamous space. The bony frame of the membrana tym- 
pani behind and above is also chiselled away until there is no obstacle de- 
tected by the probe between the drum-cavity and the auditory canal, and 
the incus is removed. The tegmen tympani is then inspected. The stapes 
is protected by a metal shield arranged for the purpose. If caries is detected 
it is energetically but carefully scooped out with a sharp spoon. The auricle 
and the part of the auditory canal in connection with it are now replaced, a 
drainage-tube is.placed in the auditory canal as far as the drum-cavity, and 
the entire incision is sutured; syringings are entirely avoided. The wound 
heals per primam in from three to five days. If suppuration exists in the 
mastoid process it is possible to detect this easily by laying open the aditus 
ad antrum, and the use of the probe. If cholesteatomatous masses project 
from this region a diagnosis of mastoid disease may be made. In such a case 
the incision in the skin may be carried backward and the antrum laid open 
at the usual spot, and the entire posterior wall of the auditory canal removed 
as far as the aditus ad antrum and the drum-cavity. The shield in the aditus 
protects the facial canal and the semicircular canal. The large cavity is to 
be packed with iodoform gauze, without syringing. The following advantages 
are claimed for this method : 

1. The operation is done with direct light, without speculum, and unhindered 
by the curves of the canal. 

2. Bleeding interferes very little with the operation, on account of the com- 
paratively wide field of vision. 

8. All diseased tissue can be surely removed, which amply repays for the 
trouble of the preliminary operation. 

4. It is impossible to fail in the extraction of the malleus, or for the broken 
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head of the hammer to remain behind, or for the incus not to be found. The 
operation is possible in the narrowest canal. 

5. The operation is unattended by injury to other parts. 

6. If during the operation an indication is seen for opening the mastoid 
(often found only after waiting for weeks), it can be performed during the 
same narcosis and from the same incision in the skin. 

The indications for the excision of the membrana tympani with the mal- 
leus, and in some cases the incus, are, according to Stacke— 

1. As a means of improving the hearing. 

(a) In fixation of the malleus due to the results of previous suppuration or 
adhesive inflammations, even when the stapes is known beforehand not to be 
normally movable, as in entire calcification of the membrana tympani, iso- 
lated hammer-anvil ankylosis, and adhesion of the membrana tympani to the 
promontory ; and 

(6) In incurable occlusion of the Eustachian tube. 

It is contra-indicated in sclerosis. 

2. As a means of curing chronic suppuration of the attic, regardless of 
the condition of the hearing. 

(a) In demonstrable caries of the malleus or incus. 

(6) When the malleus and incus are normal, but when the attic is carious. 

(c) In cholesteatoma of the tympanic cavity. 


[It must not be forgotten that a large cresentic incision behind the auricle 
as is demanded by Stacke, would be followed by considerable drooping of the 
auricle after healing had taken place.—REv.] 
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UVEAL IRITIS. 


Dr. GRANDOLEMENT, under the caption “‘ Uveite Irienne,” urges (Recueil 
d’ Ophthalmologie, Ann. xiii. No. 5) the recognition of this especial form of 
inflammation of the iris as distinct from inflammations which affect the ante- 
rior portion or true iris stroma, comparing its relation to the latter with that 
of pleurisy to pneumonia. Cases of inflammation of the uvea of the iris do 
not present the violent symptoms of iritis, such as increased lachrymation 
photophobia, the pericorneal zone of hyperemia, discoloration of the iris, or 
obstruction of the pupil. They occur insidiously, with a little impairment 
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of vision, points of obscuration, or musce volitantes, without noticeable red- 
ness or pain of the eye, the patient, perhaps with difficulty, remembering that 
there had been a little redness or pain for two or three days. After some 
weeks the symptoms disappear, to reappear months later in the same or in 
the other eye. This occurs repeatedly, until the physician when consulted is 
surprised to discover the evidences of numerous synechie without any his- 
tory of iritis. There may also be loss of transparency in the vitreous, some- 
times even shreds of opacity and consequent indistinctness of the fundus. 

This affection differs also from true iritis as to its causes ; syphilis, rheu- 
matism, etc., are commonly absent. It especially affects women between the 
ages of thirty and fifty, of regular lives, mothers of families, but compelled by 
poverty to hard daily labor. The treatment for true iritis is also quite inef- 
fective, mydriatics, mercury, salicylates, etc., being powerless to loosen adhe- 
sions already existing, or to prevent the formation of new ones. The remedies 
recommended are the excision of the adhesions by a large iridectomy, or the 
detaching of the adhesions by one of the operations for that purpose. The 
iridectomy has given the most satisfactory results, 


THE CORRECTING GLASSES IN APHAKIA. 


Dr. F. DIMMER, after a full discussion (K/inische Monatsbl. fiir Augenheiik., 
Jahrg. xxix. p. 111) of the optical factors involved, concludes that when the 
refraction has been tested in aphakia with the ordinary biconvex lenses, if 
the lens that appears to give the best vision be ordered in the usual manner, 
and supplied by the optician in connection with the cylindrical lens required 


in the ordinary way with the spherical curve all on one surface of the lens, 
the lens so furnished will be too strong. In ordering after such a test it is 
necessary to reduce the strength of the spherical quite notably to obtain the 
desired combination. To avoid this, the plano-convex spherical lenses 
should be used in the testing, and the spherical curve turned from the eye as 
it will be in the finished glass. The cylindrical lenses commonly furnished 
in the trial sets are already made plano, and they should be used with the 
curved surface in the same position as will be occupied by the cylindrical 
surface of the combination to be ordered. 


CONGENITAL PTOsIS AND ASSOCIATED MOVEMENT OF THE 
PARALYZED LID. 


Dr. THEODOR PROSKAUER reports, in the Centralbl. fiir prakt. Augenheilk., 
Jahrg. xv. p. 97, one of these interesting cases. The patient applied on account 
of recent rheumatic paralysis of the right facial nerve, and presented also con- 
genital ptosis on the left side with paresis of the left superior rectus muscle ; 
the eyeball could be turned but little upward. Ordinarily the opening 
between the left upper and lower lids was but two or three millimetres, but 
by an effort and with the aid of the muscles of the brow this could be 
increased to six millimetres. As soon, however, as the mouth was opened 
the lid was raised without any aid from the accessory elevators, and without 
any spasmodic action. The maximum separation of the lids was ten milli- 
metres, exposing the whole upper portion of the cornea. But this was not 


LARYNGOLOGY. 93 


long maintained, the lid drooping before the mouth was closed. The pupils 
were equal, and the ophthalmoscope showed a small choroidal crescent ; 
fundus otherwise normal; hyperopic astigmatism. Vision only one-fourth. 


ORUDE PETROLEUM IN THE TREATMENT OF CONJUNCTIVITIS. 


Dr. A. TRoussEAU (Recueil d’ Ophthalmologie, Ann. xiii. No. 5) finds among 
many substances experimented with, with the idea of finding a substitute for 
silver nitrate and copper sulphate in the treatment of conjunctivitis, the 
crude petroleum of the Caucasus alone worthy of especial mention. It is not 
irritant, is tolerated by the ulcerated cornea without pain, and provokes no 
complaint or resistance to its application on the part of the patient. Its 
therapeutic action is superior to that of its derivatives. It was tried in 
catarrhal, muco-purulent, follicular, granular, vernal, and phlyctenular con- 
junctivitis, and the conclusions reached from this clinical experience and 
certain laboratory tests of its antiseptic properties are: It is an antiseptic 
agent favorably influencing conjunctival affections, always well borne, never 
causing a painful reaction, and is easily applied. It is indicated for children 
and others that dread the more painful local applications, and is capable of 
affecting a cure alone in some cases, and in others of hastening or completing 
a cure when preceded or followed by other remedies, or associated with other 
recognized antiseptics. 


DISEASES OF THE LARYNX AND CONTIGUOUS 
STRUCTURES. 


UNDER THE CHARGE OF 
J. SOLIS-COHEN, M.D., 


OF PHILADELPHIA. 


ENVELOPMENT OF THE UVULA IN THE PALATINE FOLDs. 


In the Revue de Laryngologie, No. 20, 1891, the compiler reports an instance 
of total envelopment of the uvula in a membrane extending from one tonsil 
to the other, and in continuity with the anterior palatine folds. The gentle- 
man in whom this occurred had always suffered with an irritable throat, 
which annoyed him most whenever he was under the hands of the barber. 
The uvula was quite large and was readily disengaged by bilateral excision 
of V-shaped sections of the membrane with serrated scissors. The topical 
irritation and the cough were permanently relieved. 

By one of those curious laws of similars, so often noted in all vocations, a 
second instance of the same kind was brought to the compiler’s notice before 
the publication of the record noted above, This was in a female, now study- 
ing medicine in Philadelphia. These two are the only instances that have 


been recognized in a long practice “7 confined to lesions of the throat. 
VoL, 103, No. 1.—saNuaRY, 1892. 
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TUBERCULOUS UVULITIS. 


Dr. RAGONEAU reports (Revue de Laryngologie, No. 20, 1891) an instance 
of bilobar hypertrophy of the uvula, with a tubercle in the centre of each 
lobe surrounded with miliary granulations. Dysphagia was extreme. The 
lesion appeared some time after the cure of a tuberculosis of the larynx, 
which had occurred in the fourth year of a pulmonary tuberculosis. 


A CASE OF PUSTULES OF THE THROAT, PHARYNX, NOSE, AND LARYNX. 


Dr. AupuUBERT, of Luchon, reports (Rev. de Lar., etc., No. 8, 1891) the 
case of a cachetic woman, fifty-two years of age, much depressed in health 
in consequence of a protracted series of misfortunes, who was under 
observation in Moure’s clinic for several months with successive pustular 
eruptions in the sublingual mucous membrane, both sides of the septum 
narium, the anterior palatine fold, the vocal band and the adjacent internal 
face of the arytenoid, and in the vault of the palate. The stage of ulceration 
only was noted in these regions, except when the arch of the palate was in- 
volved, at which time a veritable phlyctena was seen, which, when pierced, 
gave exit toa small quantity of pus, and subsequently when a vesicle was 
seen on the palate. During the process isolated echthyma was manifested 
on the dorsal face of one of the thumbs, and isolated pustules appeared on 
one of the nipples, and on the anterior region of the neck. Treatment 
seemed to be of little avail, but cicatrization slowly ensued. There was no 
fever, but little topical pain, simply a sensation of discomfort and dryness of 
the throat, and not even any alteration in the voice when the larynx was 
invaded. It seems to the recorder that the case indicates an infectious pro- 
cess manifested by pustules in the skin and mucous membrane of short dura- 
tion, and presents a confirmation of the opinion advanced by some observers 
that cutaneous affections may present upon the mucous membrane with their 
ordinary symptoms. 


RETROPHARYNGEAL ABSCESS. 


Two instances in adult males, in which the trachea had become pushed to 
one side, are reported by GEoRGE Foy (The Medical Press, No. 2736, 1891). 
Both occurred in subjects living under wretched hygienic condition. In one 
the disease was attributed to abscess at the root of a carious tooth in the 
lower jaw. Both were relieved by external incision, which gave issue to pus 
in large quantities, References to similar cases are given. 


DISEASE OF THE MEDIAN RECESS OF THE PHARYNX. 


In an excellent article (Wiener klin. Woch., No. 40, 1891) on the diseases 
of the so-called bursa pharyngea, Pror. O. CHIARI reviews the cases pub- 
lished by Tornwaldt and many others, and he records eight of his own, all 
he has seen in some 3000 patients with disease of the throat or nose. His 
conclusions from this study do not lead him to regard, as others have done, 
pharyngitis sicca as a result of disease of the structures under consideration ; 
nor to find that the associated diseases of the nose and pharynx, so usually 
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present, are influenced by special treatment of the structure even when dis- 
ease there has been successfully combated. 


CysTs OF THE VAULT OF THE PHARYNX, 


Dr. V. RAULIN, of Marseilles, reports (Revue de Laryngologie, No. 17, 1891) 
two cases, giving synopses of the literature on such cysts, and presents a 
systematic study of the entire subject. 


DERMATOLOGY. 


UNDER THE CHARGE OF 
LOUIS A. DUHRING, M.D., 


PROFESSOR OF DERMATOLOGY IN THE UNIVERSITY OF PENNSYLVANIA. 


ANATOMY OF CHEIRO-POMPHOLYX. 

A. WINKELRIED WILLIAMS ( British Journal of Dermatology, October, 1891) 
succinctly describes the clinical features of this much-discussed disease, as 
exemplified in the case under consideration. 1. Depression of the nervous 
system. 2. Vesicular eruption confined to the sides of the fingers and thumbs, 
which comes out suddenly accompanied by slight itching, consisting of minute 
vesicles imbedded in the epidermis, which resemble sago grains, increasing 
in size and becoming agglomerated. 3. They last about a week or ten days, 
drying up without rupture or exudation, followed by slight desquamation, 
leaving a surface sensitive and reddened. 4. Hands generally hyperidrotic. 

Section of excised lesions show that a mild inflammatory action in the 
papillary layer results in an exudation of serum, which finds its way between 
the rete cells and leads to their compression, degeneration, and destruction, 
forming vesicles. The contents dry up and desquamate. The theory of the 
vesicles being dilatations of sweat ducts, as advanced by some observers, is 
disproved by these studies, as well as by those of Robinson, of New York, 
and of Santi, of Berne. 


ICHTHYOL VARNISHES, 


Unna, after various trials, has succeeded (Monatshefte fiir praktische Der 
matologie, 1891) in presenting a formula for a rapidly drying ichthyol varnish, 
one that dries thoroughly. It is made up of 40 parts of ichthyol, 40 parts of 
starch, concentrated albumin solution 1 to 1} parts, and water 20 parts. The 
starch and water are first mixed, the ichthyol then incorporated, and finally 
the albumin added. A compound varnish of carbolic acid and ichthyol may 
be prescribed as follows: ichthyol 25 parts, carbolic acid 23 parts, starch 50 
parts, water 224 parts. The ichthyol is incorporated with water by gently 
warming, the starch gradually added. Other varnishes containing pyrogallic 
acid, chrysarobin, resorcin, sulphur, etc., may be likewise made; to these the 
addition of a small quantity of linseed oil is of advantage. The film or coat- 
ing which is formed may readily be washed off with water. 
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LEPROSY AND VACCINATION. 


TEBB, in a small pamphlet published by R. W. Allen, London, 1891, seeks 
to show that leprosy is becoming more prevalent, and that its spread in later 
years may be traced in a great measure to vaccination, as all evidence tends 
to prove that the disease is contagious by inoculation. As to the treatment, 
in view of the past and present experience as to its incurability, the writer 
makes this remarkable statement, a statement which, if accepted and applied 
to medicine in general, would stay all medical progress: ‘‘In view of these 
experiences, which can be multiplied, and on the ground of humanity, is it 
not time to put a stop to the torture to which the incurably sick lepers are 
subjected by drug medication and inoculation, and let these miserable crea- 
tures be made as comfortable as tender nursing, varied occupations and 
amusements and hygienic conditions will allow, and let them die in peace?” 

The status of the writer on the vaccination question is made evident by the 
following: “I think it is obvious that the most effective method of arresting 
the serious encroachment of leprosy, all the world over, is to discourage the 
practice of vaccination.” If the facts set forth in this small pamphlet are, 
as they appear to be, well founded, this sweeping statement may not be 
entirely without justification. 


PSOROSPERMOSIS AND MoLLuscuM CONTAGIOSUM. 


In a discussion on this interesting subject (Za Semaine Medicale, No. 47, 
1891) before the second Congress of the German Dermatological Society, re- 
cently held at Leipzig, the following views were expressed: Neisser, of Bres- 
lau, has seen three cases of psorospermosis. He believes in the contagiousness 
of molluscum contagiosum (acne varioliformis of French writers), and regards 
the affection as a psorospermosis; also that warts are infectious. Pick, of 
Prague, thinks the clinical facts prove the contagiousness, in all probability, 
of molluscum contagiosum, but that up to the present date there has been no 
positive experimental proof. Touton, of Wiesbaden, has absolute faith in the 
contagiousness of molluscum contagiosum, and is of the opinion that the micro- 
organismic causes are the gregarine. Von Sehlen, of Hanover, has recently 
noted a case of molluscum contagiosum where there existed 135 lesions and 
which had been regarded as syphilitic, the patient at the same time having 
had an indurated chancre. Kaposi, of Vienna, has seen cases where the 
growths had appeared suddenly, but he was not able to say whether the dis- 
ease was infectious or not. Caspary, of Kénigsberg, was convinced of the 
contagiousness of the affection. Neumann, of Vienna, states that he has seen 
cases resembling in appearance a pustular syphiloderm; and Arning, of 
Hamburg, has observed typical seborrheic warts appear after massage, and 
fourteen days later an eruption of molluscum contagiosum upon the scalp and 
the body. 


DERMATITIS HERPETIFORMIS, WITH REPORT OF A CASE. 


LESLIE PHILLIPs (Birmingham Medical Review, October, 1891) calls atten- 
tion to this disease, and expresses himself in favor of the distinct entity of 
the same, the four great diagnostic characters being: 1, the polymorphism 
of the lesions; 2, the grouped arrangement of the lesions; 3, its pruritus; and, 
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4, its chronicity. The patient was a girl, of florid complexion, aged fifteen 
years and six months, who had grown very quickly, and whom her mother 
described as “shockingly nervous.” The disease portrayed the papulo-vesi- 
cular type; had existed two years, and had resisted treatment. It made its 
appearance a month prior to the first menstrual epoch. From the history 
Dr. Phillips thinks that “ the case seems to indicate that there may exist a 
special sympathetic relationship between the cutaneous nerves of the gluteal 
region and the outer side of the thighs with the plexuses of the pelvic repro- 
ductive viscera.” 


OBSTETRICS. 


UNDER THE CHARGE OF 
EDWARD P. DAVIS, A.M., M.D., 


PROFESSOR OF OBSTETRICS AND DISEASES OF CHILDREN IN THE PHILADELPHIA POLYCLINIC; 
CLINICAL LECTURER ON OBSTETRICS IN THE JEFFERSON MEDICAL COLLEGE ; 
VISITING OBSTETRICIAN TO THE PHILADELPHIA HOSPITAL, ETC. 


POISONING FROM Two PER CENT. SOLUTION OF CARBOLIC ACID. 


In the Zeitschrift fiir Geburtshilfe und Gydkologie, Band xxi., Heft 1, Kru- 
KENBERG describes minutely the case of a multipara who had aborted, and 


in whose case it was thought advisable to curette and wash out the uterus 
with a quart and a half of warm water to which was added sufficient carbolic 
acid to make a 2.7 per cent. solution. The curette brought away about a 
teaspoonful and a half of necrotic decidua, following which the fluid was 
injected. After three-quarters of a quart had been used, the receptacle hold- 
ing the fluid was raised upon the shoulder of a woman of average size. Dur- 
ing the injection the patient’s pulse suddenly failed, and it was necessary to 
interrupt further procedures. An improvement in the pulse was followed by 
failure in the respiration ; artificial breathing was performed, and the patient 
gradually rallied to consciousness, presenting symptoms of edema of the 
lungs. A specimen of urine passed two hours after the injection showed evi- 
dences of carbolic-acid poisoning and contained oxyhemoglobin. Four hours 
after the uterus had been washed out, the patient complained of prostration, 
and expectorated an abundant mucus from the lungs. Her most striking 
symptoms were oliguria, complete anorexia, and the persistence of a scanty, 
brownish, vaginal discharge. The spleen was enlarged. Death followed 
about ten days after the intra-uterine injection. Post-mortem examination 
revealed acute parenchymatous nephritis with endocarditis, A microscopic 
examination of the kidneys showed multiple hemorrhages in the connective 
tissue between the tubules. Krukenberg has reviewed the literature of the 
subject and concludes that severe intoxication may follow the use of a two or 
three per cent. carbolic-acid solution resulting from absorption of the poison 
through the respiratory or digestive tract. In puerperal cases poisoning 
results from entrance of the solution into the veins of the uterus. The symp- 
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toms produced by such absorption are due to the effect of carbolic acid upon 
the blood, and not to reflex action. Hemoglobinuria is occasionally observed 
accompanying carbolic-acid poisoning. The observance of the necessary pre- 
cautions in employing carbolic acid makes it the safest antiseptic for intra 
uterine use 


-_— 


DEATH AFTER LABOR, FROM RUPTURE OF PERITONEAL ADHESIONS. 


An instance of this remarkable cause of death during labor is given by 
Ho.LowKko (Zeitschrift fiir Geburtshiilfe und Gynikologie, Band xxi., Heft 2). 
The patient had lifted a heavy weight, and had strained her muscles by 
reaching above her head to hang clothing to dry. The patient was a multi- 
para, but complained of great pain which had not been present at previous 
labors. The uterus was tetanically contracted, and the foetal heart-sounds 
could not be heard. The patient’s temperature rose to 104°; the pulse was 
between 100 and 120. On the next day the pains increased, and finally a 
macerated child was born. The patient’s condition became rapidly worse, 
the abdomen was greatly distended, the pulse 140. Shortly after the expres- 
sion of the placenta by Crédé’s method, the patient died. 

Upon post-mortem examination a large,quantity of fluid blood was found in 
the abdomen. The uterus was uninjured. Upon the right side the colon had 
been bound down by adhesions which had been ruptured by the patient’s 
exertions, and hemorrhage had followed. No single bloodvessel could be 
found from which the hemorrhage had occurred, and the bleeding must have 
arisen from the rupture of the adhesions which bound down the large intes- 
tine. The symptoms of such hemorrhage are obscure: in the present case 
no signs of extreme anemia were observed, while the pulse and appearance 
of the patient were not those usually seen in severe hemorrhage. 


TRIPLE CEPHALHZMATOMA. 


Out reports in the Archives de Tocologie, No. 18, 1891, a case of precipitate 
birth, in which the infant fell to the ground between the mother’s legs, the 
cord rupturing three or four centimetres from the umbilicus. Upon examina- 
tion a tumor was found upon each parietal bone, and one upon the occipital. 
The tumors were treated by incision and evacuation, under careful antiseptic 
precautions, and uncomplicated recovery followed. 


THE VALUE OF THE IODOFORM-GAUZE TAMPON IN PosT-PARTUM 
HEMORRHAGE. 


Additional testimony as to the value of the tampon of iodoform gauze in 
treating post-partum hemorrhage is given by STAHELI ( Correspondenzblatt fiir 
Schweizer Aerzte, No. 21,1891). In the clinic at Berne, 9 fatal cases of post- 
partum hemorrhage occurred in 5424 births during a period of eight years. 
Of the 9, 6 were cases where anemia was the immediate cause of death. In 
49 cases in which the tampon was used, better results were obtained than by 
any other method of treatment. These cases were divided into two groups: 
one, in which hemorrhage occurred from a source which was determined, 
and the other, in which the tampon was used as a prophylactic against hemor- 
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rhage. In the first were cases of placenta previa, transverse position, and 
other similar complications. In the second class were cases of contracted 
pelvis, and also of Cesarean section. In using the tampon, strips of iodoform 
gauze are preferred; thorough antiseptic precautions should be taken to dis- 
infect the patient and the material which is used. 


THE TREATMENT OF ECLAMPSIA. 


In the British Medical Journal, No. 1610, 1891, RoBERT BARNEs states his 
belief as to the causation of eclampsia, and outlines the principles of treat- 
ment as follows: he would interrupt pregnancy whenever marked albumi- 
nuria, with or without convulsions, is present. He values venesection highly ; 
he is also careful to avoid contact with the patient before albuminuria is 
present; salines, calomel, podophyllin, are eminently serviceable. In the 
eclamptic stage chloroform is best, and occasional inhalation of nitrite of 


amyl. 


RupturReED RIGHT TUBAL PREGNANCY, WITH PERFORATION OF THE 
VERMIFORM APPENDIX. 


A fatal case of hemorrhage from ruptured tubal pregnancy is described by 
Ross in the Johns Hopkins Hospital Bulletin, No. 17, 1891. The patient had 
complained of abdominal pain for a week before coming to the hospital. 
There was impairment of appetite and a condition of mental hebetude. The 
abdomen was uniformly distended, with an indistinct sense of fluctuation. 
Upon laparotomy, the peritoneal cavity was found to be filled with dark fluid 
blood. The right tube was ruptured; the feeble condition of the patient 
made it impossible to proceed with the operation. The tube and ovary on 
the right side, where rupture had occurred, were removed, but the patient 
perished soon after. On post-mortem examination an extensive perforation 
and sloughing of the wall of the appendix were found. It is probable that 
adhesions formed between the appendix and the right Fallopian tube, and 
that the immediate cause of perforation was tubal pregnancy. 


Two CAsEs OF “ MISSED ABORTION.” 


CHOLMOGOROFF (Zeitschrift fiir Geburtshiilfe und Gyndkologie, Band xxii., 
Heft 2) reports two cases of missed abortion which were remarkable for the 
length of time during which the ovum was retained. In the first of these 
cases the life of the embryo persisted for four months, while the product of 
conception was retained for seven months after the death of the embryo. 
The entire pregnancy persisted for eleven months. In the second case the 
embryo perished at three months, but was retained for two months after death 
in the uterus. In neither case was operative interference indicated; the 
patients were kept under observation, and the expulsion of the ovum followed 
spontaneously. Both patients made uninterrupted recoveries. 


DIAGNOSIS IN DOUBTFUL PREGNANCY. 


In the British Medical Journal, No. 1610, 1891, NAPIER describes six cases 
in which the diagnosis of pregnancy was rendered difficult by coexisting dis- 
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ease of the pelvic organs. To prove that pregnancy does not exist in a case 
presenting elements of doubt, Napier would first have an enema given to the 
patient, and then the patient should be anesthetized. After emptying the 
bladder the physician should examine the pelvic and abdominal regions by 
palpation, and should a tumor be discerned it should be noticed whether it 
contracts rhythmically. The size of the uterus should be carefully ascer- 
tained by bi-manual examination. If the uterus is enlarged ballottement 
should be practised. If it is possible that pregnancy has persisted for four or 
five months, the foetal heart-sounds should be listened for and also the uterine 
souffle. It is well to include, in the physician’s scrutiny, the secondary con- 
firmatory,signs of pregnancy, such as those presented by the breasts, discolor- 
ation of mucous membranes, and general disturbances of the nervous system. 
The only certain sign of normal pregnancy is the foetal heart-sound in the 
normally placed uterus. 


GYNECOLOGY. 


UNDER THE CHARGE OF 
HENRY C. COE, M.D., M.R.CS., 


OF NEW YORK. 


TRACHELORRHAPHY BY THE FLAP METHOD. 

SANGER’s method (Sammi. klin. Vortriige, No. 6, 1890; Annales de Gyn., 
Oct., 1891) is as follows: The anterior and posterior lips are seized by double 
tenacula, and the cervix is drawn downward and to one side. A bistoury is 
inserted into the anterior lip a little beyond the edge of the laceration, and 
an incision is carried around the angle and up on the posterior lip; a tri- 
angular flap is thus formed, which is turned inward toward the canal. The 
sutures are now passed, first in the angle of the tear, then through the flap— 
the same as in Tait’s operation on the perineum—the result being that the 
cervix is restored to its normal condition and the canal is contracted. 

[It seems as if in this ingenious procedure the real object of Emmet’s 
operation is lost sight of, which is not simply to restore the cervix to its 
original appearance, but to excise all the indurated tissue. A mere esthetic 
effect is the last one aimed at by its originator.—H. C. C.] 


DouBLE UTERUS RESEMBLING PYOSALPINX. 


Nitor (Annales de Gynécologie, October, 1891) reports a case of consider- 
able interest from a diagnostic standpoint. The patient complained of severe 
abdominal pain and was known to have an acute’endometritis, so that a 
tender mass at the left of the uterus was naturally thought to be a pyosalpinx 
demanding laparotomy. A careful examination by the reporter demonstrated 
the fact that the latter was the other half of a double uterus, which was also 
the seat of acute endometritis. There were two distinct vagine and cervices. 
He thinks that the possible existence of this condition should always be 
borne in mind. 
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GYNECOLOGY. 


LAPAROTOMY UNDER LOCAL ANZSTHESIA. 


ScHLEICH (Berliner klin. Wochenschrift, No. 35, 1891), reports three cases 
in which he performed laparotomy, after inducing local anesthesia with 
ether and cocaine. The patient first inhaled only sufficient chloroform to 
render her partially unconscious. The abdomen was then sprayed with ether 
until the skin was rendered insensitive. Between forty and fifty superficial 
and deep injections of a weak solution of cocaine (three-fourths of one per 
cent.) were then made along the line of the proposed incision, no more than a 
grain of the alkaloid being used. In order to increase the action of the drug 
the extremities were encircled with Esmarch’s bandages. In the operations 
described (two ovariotomies and a gastrostomy) the patients were entirely 
conscious throughout the operation, and stated that the pain was slight, even 
when firm peritoneal adhesions were separated. They had no unpleasant 
symptoms, and made a good recovery. The method is recommended in cases 
in which ether and chloroform are contra-indicated. 


REPRODUCTION OF THE ENDOMETRIUM. 


Bossi (La Riforma Medica, 1891), from experiments on animals, con- 
cludes: 1. The mucous membrane of the uterus, when removed in part, or 
in whole, is reproduced together with the glands. 2. This reproduction 
takes place slowly, and is sometimes arrested for some time, from unknown 
causes. 3. The new epithelium is derived from the epithelium of the un- 


injured glands at the margin of the denuded surface. 4. The new glands 
are reproduced from the new epithelium, which has assumed a cylindrical 
form. The practical deduction from this is that curetting is preferable to the 
use of strong escharotics in the treatment of chronic endometritis, since, 
if the latter are used the mucosa may be so completely destroyed that its re- 
production is impossible. 


DOUBLE PYOSALPINX IN A YOUNG CHILD. 


CHEATTE (Lancet, November 14, 1891) reports the case of a child, aged 
twenty-one months, who died of pulmonary tuberculosis, having had no 
symptoms referable to the abdomen or pelvis. The peritoneum was studded 
with tubercles, and both Fallopian tubes were distended with pus. The left 
tube communicated with an abscess in (behind?) the corresponding broad 
ligament. The uterus and ovaries were healthy. 

[The condition was probably tuberculous salpingitis, the usual cause of 
pyosalpinx in subjects of tender age. Unfortunately this point was not 
settled by a thorough examination of the specimens.—H. C. C.] 


PREGNANCY AFTER CONSERVATIVE VENTRO-FIXATION. 


SANGER (Centralblatt fiir Gynikologie, October 31, 1891) says that about 
one hundred cases of conservative ventro-fixation have been reported, in 
thirteen of which delivery occurred at full term after the operations. Schiick- 
ing claims that his operation has now been performed in two hundred and 
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seventeen cases, and that twenty-three patients have been delivered at term. 
These statistics prove conclusively that, in spite of the fact that the uterus is 
fixed to the anterior abdominal wall, without removal of the appendages 
subsequent conception, normal pregnancy, and parturition are possible. 

In Schiicking’s operation, as the abdominal cavity is not opened, it is not 
always possible to absolutely exclude disease of the adnexa. If they are 
healthy and the uterus is movable, conception and normal pregnancy might 
occur without the operation, and if diseased, its benefit would be question- 
able. For this reason ventro-fixation not only places the uterus in a more 
favorable condition for impregnation, but allows us to predict more positively 
regarding the possibility of that occurring after the operation. 


RETROFIXATION OF THE CERVIX IN CASES OF RETROFLEXION. 


SANGER (Centralblatt fiir Gynakologie, October 31, 1891), referring to the 
fact that a common cause of retroflexion is relaxation of the sacro-uterine 
ligaments, shows that instead of seeking to cure the displacement by fixing 
the fundus forward, we would do better to imitate the action of a pessary, by 
drawing the cervix backward. Thus the cicatrization following parametritis 
posterior, causes traction upon the cervix posteriorly, thus throwing the 
fundus uteri forward. Amussat sought to attach the portio vaginalis to the 
posterior vaginal wall by cauterizing the opposed surfaces. Courty adopted 
the same practice. RichelOt recommended uniting the two by sutures (called 
by Pozzi hystéropexie vaginale), and Doléris described a similar operation 
under the name colporrhaphie rétrocervical. Freund shortened the sacro- 
uterine ligaments by suturing them through the posterior fornix, a method 
which Byford practised independently. Frommel performed laparotomy 
with the patient in Trendelenburg’s posture, and sutured each ligament to the 
peritoneum of the adjacent lateral wall of the pelvis. Herrick and Hunter 
denuded opposing surfaces on the posterior lip of the cervix and the posterior 
vaginal wall, and united them by wire sutures. Stratz actually resected 
Douglas’s pouch and then performed a kolpo-perineorrhaphy, curing fourteen 
out of fifteen patients. The writer, after reviewing the above methods, thus 
describes the one which he adopted successfully in six cases: 

The rectum having been thoroughly emptied, the uterus is elevated and is 
held, not in a position of anteversion, but upright, so that the small intestine 
may not descend into Douglas’s pouch. The patient being in the lithotomy 
posture, the posterior lip of the cervix is drawn downward and forward, and 
is held by an assistant. The operator palpates the posterior surface of the 
uterus through both the rectum and the vaginal fornix and locates the sacro- 
uterine ligaments. A large, curved surgical needle, threaded with a long, 
stout silk ligature, is now passed to the right of the volsella into the posterior 
lip of the cervix, and is carried upward and backward an inch higher (the 
operator’s left forefinger being inserted into the rectum to protect it from 
injury), is swept around and brought out through the posterior vaginal wall 
at a point half an inch lower than its point of entrance in the cervix. The 
ends of this ligature are secured with forceps while a second one is passed 
in a similar manner to the left of the volsella. Each ligature includes the 
posterior wall of the cervix at the level of the attachment of the sacro- 
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uterine ligaments, a portion of the upper surface of the corresponding liga- 
ment, the peritoneum forming the cul-de-sac of Douglas, and the posterior 
vaginal fornix. The uterus is now anteverted, the ligatures are tied and 
cut short, and the vagina is tamponed with iodoform gauze. So little pain 
attends the operation that it is not necessary to give an anesthetic. There 
is no reaction, and the patient need not remain in bed over two days. The 
sutures are removed at the end of six weeks. 

The anatomical result of the operation is as follows: The cervix is carried 
upward and backward, the anterior and posterior folds of Douglas’s pouch 
are brought in contact, and the sacro-uterine ligaments are drawn downward 
in the shape of a V, so as to be considerably shortened. All the tissues en- 
closed in the ligatures are crowded together concentrically, and as the result 
of an aseptic inflammatory process, a firm cicatrix is formed at the bottom 
of the cul-de-sac. Of the six cases in which the operation was performed, a 
permanent cure resulted in five. 


VAGINAL HYSTERECTOMY FOR PELVIC SUPPURATION. 

In a discussion on this subject, held at a recent meeting of the Paris Sur- 
gical Society (L’ Union Médicale, November 7, 1891), TERILLON favored 
removal of the uterus in fragments (par morcellement), controlling the hemor- 
rhage by including each broad ligament in a single pair of forceps. The 
operation, he admits, is a difficult one; it is especially applicable to cases 
of old pelvic abscess with extensive induration and fistulous openings. 
Richelét preferred Péan’s operation to laparotomy in these cases. In one 
instance, having been unable to accomplish anything after opening the 
abdomen, he closed the wound and performed vaginal hysterectomy. Reclus 
stated that he had had a similar experience, being obliged to resort to total 
extirpation per vaginam in order to completely evacute the pus. Other 
surgeons who were present called attention to the fact that sometimes it was 
impossible to remove the entire uterus, and to reach and evacuate all the 
collections of pus, even after the organ was removed; moreover, secondary 
foci might form. 

[We have already criticised unfavorably this ultra-surgical treatment ot 
pelvic suppuration, which seems to be favored only by a few French surgeons. 
When we remember that the presence of pyosalpinx seriously complicates 
vaginal hysterectomy for cancer, and has a decidedly unfavorable influence 
upon the result of the operation, so that it is regarded by many as a positive 
contra-indication, it is difficult to understand how one could deliberately elect 
to remove piecemeal an adherent uterus, knowing that this complication 
was present. There would also seem to be imminent danger of injuring the 
intestine.—H. C. C.] 


TREATMENT OF THE STUMP AFTER HysTERO-MYOMECTOMY. 
ALBERT (Wiener med. Presse, No. 42, 1891) reports fifty cases, with three 
deaths. His present method of treating the stump is as follows: After liga- 
ting the ovarian arteries he dissects off an anterior and posterior peritoneal 
flap from the covering of the tumor, applies the rubber cord, and removes the 
mass. The cervical canal is then cauterized, a stout catgut ligature is applied 
below the cord, and the latter is removed. A strip of iodoform gauze is car- 
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ried through the cervical canal into the vagina, and the latter is covered in 
by suturing the opposite edges of the stump. Finally, the peritoneal flaps 
are united over the stump, which is thus rendered extra-peritoneal. 

[It is only fair to call attention to the fact that this method was devised 
and successfully practised in a number of cases by Dr. James R. Goffe, of 
New York, whose plan is even more neat and ingenious than that above 
described.—H. C. C.] 


THE COMBINATION OF VAGINAL HYSTERECTOMY WITH PLASTIC 
OPERATIONS WITHIN THE PELVIS. 


MARTIN (Berliner klin. Wochenschrift, No. 45, 1891) reports a series of 
twenty-two cases of kolporrhaphy performed subsequent to total extirpation 
of the uterus, where prolapse of the vagina was marked. Under these circum- 
stances, after removing the uterus, he closes the wound in the vaginal vault, 
suturing the stumps of the broad ligaments between its edges in such a way 
that they are shut off from the peritoneal cavity. The plastic operation on 
the vagina is next performed, the result, especially in cases of long-standing 
prolapsus, being more satisfactory than those in which Asch’s method of 
extirpation and resection of the vagina alone is employed. 


THE TREATMENT OF SEPTIC ENDOMETRITIS BY DRAINAGE. 


MILTON (Lancet, October 17, 1891) uses a silver intra-uterine stem (on the 
same principle as the Outerbridge dilator), which is held in position by its 


divergent blades. When in position the tube secures proper drainage, and 
facilitates the necessary irrigation and applications to the endometrium. 

[The most serious practical objection to self-retaining stems of this form is 
the irritation and local lesions which they cause. The intra-uterine tampon- 
nade of iodoform gauze recommended by Dr. Polk is more effective and less 
objectionable.—H. C. C.] 


EXTRA-PERITONEAL OVARIAN CysTs. 


Fereuson (Edinburgh Medical Journal, November, 1891) reports an inter- 
esting case of this rare variety of ovarian tumor, in which he removed the cyst 
by simply stripping up the anterior parietal peritoneum without opening the 
peritoneal cavity. There was no pedicle and considerable hemorrhage fol- 
lowed the enucleation, which was controlled without tamponing. Comment- 
ing on the fact that this was the only case of removal of an extra-peritoneal 
cyst without opening the cavity, he compares the growth of the tumor, from 
its origin in the hilus of the ovary, to the action of a fluid wedge (like the 
amniotic sac in labor), which separates the layers of the broad ligament and 
then makes its way in the direction of the least resistance. After reaching 
the pelvic brim it spreads underneath the abdominal muscles and strips off 
the peritoneum from the abdominal wall, the latter being reflected backward 
over the uterus and bladder, since it is too firmly attached to them to be 
peeled off. It is impossible to make a diagnosis of extra-peritoneal cyst 
before the operation. Tait calls attention to the danger of sloughing of the 
portion of peritoneum which has been separated, and thinks that in subse- 
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quent cases it might be wiser to resect this portion and include the edges in 
the abdominal wound. Suppuration between the muscles and peritoneum 
resulted from this cause in the case reported, but the pus was evacuated 
and the patient made a good recovery. 
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THE PATHOLOGICAL ANATOMY AND MopE OF DEVELOPMENT OF MITRAL 
STENOSIS IN CHILDREN. 


Samson’s paper (Jahrb. f. Kinderh., xxxii.,1 and 2) is based upon the 
investigation of forty cases, of which nineteen were fatal and were followed 
by autopsy. Two classes of this disease are distinguished, the first of which 
includes those cases in which there is only slight contraction of the ven- 
tricular opening, signifying the initial stage of the disease. The second class 
includes those cases in which the disease is well developed. In the first 


group the author had observed ten cases. In these were more or less firm 
fibrinous vegetations, making a ring-like formation around the valve, and 
extending upon the leaves of the valve and upon the chord tendinz. In 
five cases the right ventricle was dilated, and in one the left auricle was 
hypertrophied. In two the weight of the heart was far more than was 
normal. In one case there was a coexisting congenital anomaly, the aorta 
springing from the right ventricle and communicating with both ventricles. 
In the last-mentioned case endocarditic vegetations were present upon the 
endocardium of the left auricle, and surrounded the mitral opening. Vege- 
tations may disappear entirely in some cases and also the symptoms which 
arise from them. In other cases the results are dilatation of the ventricle 
and insufficiency. Simple stenosis was found in nine cases ; in eight of which 
it was funnel-shaped, in one it was slit-shaped. The funnel-shaped stenosis 
is the more common form in childhood, but not in adult life. The following 
are the author’s conclusions: 

1. Stenosis of the mitral valve is not a congenital malformation. 

2. It is related to endocarditis, but seldom to foetal endocarditis. 

In twenty-six of the author’s forty cases rheumatism was a causative factor. 
In cases which are not of rheumatic origin the cause may consist in bad 
nutrition or disorder of the nervous system. Of the forty cases, nine suffered 
with chorea. Stenosis arising from disorder of the nervous system may con- 
sist in a valvular lesion which has been induced by violent heart action 
during a nervous attack. Thus a relation may be established between fright, 
violent heart action, chorea, and endocarditis. , 
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THE TREATMENT OF CONGENITAL HARE-LIP. 


KAPPELER, in the Arch. f. Kinderh., xii., 5 and 6, states that we are in- 
debted to LANGENBECK for a safe operative method for closing hare-lip, and 
to Wo.FF for a method which yields a good functional result—that is, the 
procurement of speech without nasal twang. The steps of Wolff’s method 
include: 

1, Operation under anesthesia with the head hanging back, after Rose’s 
method. 

2. The use of methodical compression. 

3. Antiseptic irrigation of the mouth while the head is dependent. 

4. Performance of the operation in two stages, the flaps being loosened in 
the first operation, and five to eight days later the parts being refreshened 
and sutures passed. 

5. The use of a protecting suture and a lateral incision suture. 

The method will test the patience of a busy surgeon, but it is the only one 
which offers certainty of result, and the additional advantage that very young 
children can be operated upon without danger. 

The author has used Wolff’s method for adults, performing it at one sit- 
ting instead of two. Satisfactory results as to speech were attained by sta- 
phylorrhaphy, a soft elastic obturator being placed between the sutured 
velum wall and posterior pharyngeal wall, the speech being carefully regu- 
lated for a sufficient length of time subsequently. Obturators of various 
sorts have been devised to remedy the defect in the palate posteriorly, several 
of which are described. 


TREATMENT OF THE CAUSES OF LIMPING. 


Simon states (Arch. f. Kinderh., xii., 5 and 6) that one of the commonest 
and most important causes of lameness in children is coxitis. It calls for 
attention at the beginning while it is still an arthritis and before there 
is tumor albus, abscess, or luxation of the head of the femur. Treatment 
should be general and local, the former having especial reference to general 
disease like scrofula, and consisting in the use of tonics and stimulants, cod- 
liver oil during the winter, and phosphate of lime. The local treatment con- 
sists primarily in immobilization, and whatever form of apparatus is used 
this must be a primary consideration. The author approves of the extension 
apparatus of Guersant, which is provided with weights for overcoming mus- 
cular contraction. It is sometimes necessary to use chloroform anesthesia as 
an assistant to the apparatus in overcoming this contraction. The Guersant 
apparatus allows one to make the necessary inspection of the diseased joint 
and to use the necessary local means. If the leg has no defective position it 
is well to use that form of Guersant’s apparatus which fixes the pelvis and 
the trochanter completely. Verneuil’s and Bonnet’s apparatuses are also 
recommended, though the expense of the latter may be considered an objec- 
tion to it. If the disease has lasted a long time, and the leg is in a vicious 
position, with or without ankylosis, re-dressment under chloroform anesthesia 
is indicated, and then immobilization if inflammatory conditions have disap- 
peared. Abscesses should be opened and treated with iodoform-ether. If 


106 
| 
| 


PEDIATRICS. 107 


healing has advanced so far that a relapse into a bad position is not to be 
feared, the immovable apparatus may be replaced by a movable one. After 
one to three years healing will usually be so far advanced that the patient 
can go about on crutches. Since relapses are to be feared, one must not begin 
to lay aside supporting apparatus until ankylosis of the joint in a good posi- 
tion has occurred. Coxitis is one of the most deceptive of diseases, and 
almost always ends with shortening of the leg to a greater or less extent. 
Another cause of lameness consists in congenital luxation of the hip-joint. 
This is usually incomplete and increases by degrees. By using suitable 
apparatus the destructive process in the head of the femur may be retarded. 
Arthritis of the knee- and ankle-joints may be treated at first with revulsives, 
vesicants, and immobilization. Internally one may give salicylate of soda in 
the acute stage, and in chronic cases tincture of colchicum in five- to ten-drop 
doses, suspending its use for a time after eight or ten days. Tonics must also 
be employed, also massage and weak currents of electricity. Passive move- 
ments of the joint should also be practised to prevent stiffness. If there is 
periostitis or a small abscess, one may inject iodoform ether; if there are large 
abscesses, curetting under the most careful antisepsis is advisable. If there 
is inflammation of the trochanter, immobilization is of first importance, and 
then one may use revulsives or actual cautery, burning even to the bone. 
To relieve the pain one may give belladonna and hyoscyamus, the limb 
being enveloped in cotton. 

Another cause of lameness is infantile paralysis. Should it begin with 
fever, the treatment should first consist in derivatives, such as flying blisters 
and the actual cautery, then hot-air baths to cause profuse sweating. At 
night one may give chloral, and during the day aconite and nux vomica in 
doses of ten drops or less. When the febrile period is over the galvanic cur- 
rent may be used every three days for ten minutes at a time. Carefully regu- 
lated gymnastic exercises will also be of service, also sulphur-baths, salt baths, 
and tonics—especially nux vomica. 

In paralysis from brain lesion electricity is not indicated. One must lessen 
rather than increase the excitement of the nervous system. If the brain lesion 
is of syphilitic origin, iodide of potash should be used. If there is sclerosis of 
the brain, bromide of potash and iodine may be given in combination. All 
excitement must be avoided, and the treatment be directed to that lesion 
which is the fundamental cause of the lameness. 


A New METHOD FOR THE TREATMENT OF TUBERCULOUS PROCESSES. 


LANDERER, in the Arch. /. Kinderh., xii., 5 and 6, states that the favorable 
result which we are sometimes able to obtain in connection with the treatment 
of local tuberculous processes is due to the formation of scar-tissue, and hence 
the transformation of tuberculous processes into solid scars, is the aim of the- 
rapy. The tendency to the formation of such tissue in tuberculous processes is 
very slight, on account of their low vascularity and their slight tendency to 
energetic inflammatory action. Hence the problem is to cause an inflamma- 
tion which may result in the formation of this desirable scar-tissue, and this 
the author has endeavored to do with chemical means, safely and aseptically. 
Sublimate and carbolic acid may become deposited and be a source of toxic 
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influence, hence they might not be able to accomplish a permanent bene- 
ficial effect. An excellent anti-tuberculous agent is to be found in balsam of 
Peru, which has been recommended by Sayre in the tamponade of tuber- 
culous cavities, A plaster containing 1 part of balsam of Peru, 3 of 
adhesive plaster mass, and 1 of wax, was found very useful in bone swell- 
ings. In fistulous processes the granulations were scraped away, balsam of 
Peru was introduced, and a firm scar was quickly the result. 

An emulsion containing 1 part each of balsam of Peru and gum-arabic, 94 
parts of almond oil, 10.7 of chlorate of potash, and 100 of distilled water, 
was found useful for percutaneous injections in tuberculous joints. Since 
the blood-stream carries tubercle bacilli from the primary focus of infection 
to distant parts, why may it not also be used to.carry means for the destruc- 
tion of the bacilli? This would furnish a warrant for the intra-venous injec- 
tion of emulsion of balsam of Peru. Experiments have abundantly shown 
that foreign matters can be thus carried to various parts of the body. A 
series of positive results was obtained in puppies by the intra-venous injection 
of the emulsion referred to. Of course, it is not asserted that balsam of Peru 
is a specific for tuberculosis. Easily soluble materials of similar action might 
be found, and then there would be an inducement to give up the expectant 
method of treatment which has been in vogue so long in the treatment of 
tuberculosis. 
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